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Abstract 
In Canada, the sexual health education needs of individuals beyond their 
adolescent years are often overlooked. For immigrant women, silences around issues of 
adult sexual health are compounded by the perception of mystery and taboos surrounding 
minority women and sexuality. In exploring the experiences and needs of adult 
immigrant women related to sexuality and sexual health education in Kitchener-Waterloo 
- two mid-size cities located within the Waterloo Region in southern Ontario - this study 
sought to create space for dialogue and to bridge the perceived cultural divide on issues 
of sexual health that often arises between individuals from different cultural backgrounds. 
Using a qualitative approach and a research design founded on principles of 
community-based participatory research, 19 individual interviews and one group 
interview were conducted with a total of 22 women from diverse ethno-cultural 
backgrounds who had immigrated to Canada as adults. Paradigmatic, theoretical, and 
methodological triangulation was used to create a richer understanding and more credible 
account of the women's lived experiences. Data analysis was conducted using 
interpretive phenomenological techniques and a feminist orienting framework. 
This study points to the need for phenomenological models of understanding adult 
women's attitudes, behaviours, and strategies related to accessing sexual health 
information and services that reflect the voices of women as well as the complex realities 
of their lives. The study further provides recommendations for both mainstream and 
immigrant-serving community workers and service providers about providing sexual 
health information and services that are responsive to the diverse needs of immigrant 
women within the multi-cultural setting of Kitchener-Waterloo. 
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CHAPTER 1 
INTRODUCTION 
The sexual health education of adult women has been an issue that has been 
neglected both in research and in practice (Ruocco, 2001). A review of the literature 
reveals that few studies have considered the needs of women related to learning about 
sexual health beyond the adolescent years. Research on sexual health education and 
adults in Canada is virtually non-existent, as are formal supports and services related to 
sexual health education in the adult years (Maticka-Tyndale, Shirpak, & Chinichian, 
2007). In recent decades, the increasing cultural diversity of Canada's adult population 
with the arrival of individuals from primary source countries other than Europe has 
brought attention to the need for responsiveness from the social service and healthcare 
sectors (Statistics Canada, 2007a; Wells, 2007). Within this movement toward meeting 
the needs of a diverse population, and in light of the wide range of values, beliefs, 
experiences, and levels of knowledge related to sexual health represented in the adult 
immigrant population, research about sexual health education is slowly being recognized 
as an important area of focus for this group (Maticka-Tyndale et al., 2007). Further, 
literature in the realms of both sexuality and immigration suggest that research focusing 
on the unique needs of immigrant and newcomer women, is required (Espin, 1999). 
The Changing Demographic Picture in Canada 
Data from the 2006 Census characterizes Canadian society as an increasingly 
diverse cultural mosaic. Foreign-born individuals represent nearly one in five of Canada's 
total population, the highest proportion in 75 years (Statistics Canada, 2007a). Between 
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2001 and 2006, immigration was responsible for two-thirds of Canada's population 
growth. In 2006, recent newcomers increasingly arrived from countries of origin in Asia 
(including the Middle East), Africa, the Caribbean and Central and South America 
(Statistics Canada, 2007a). As a result of changing source countries, the total number of 
Asian-born Canadians surpassed European-born for the first time in 2006. Well over one-
half of recent immigrants to Canada were in the age group of 25 to 54 (Statistics Canada, 
2007a). The perpetually shifting demographic picture in Canadian communities 
highlights the pressing need for knowledge that will allow providers of healthcare and 
social services to respond to the needs of a diverse population. 
Sexual Health Education and Immigrant Women in Canada 
The Canadian Guidelines for Sexual Health Education state that "sexual health is 
a major aspect of personal health that affects people of all ages and stages of their lives" 
(Health Canada, 2003, p. v). Despite the recognition that sexual health is important across 
the lifespan, the primary source of formal sexual health education in Canada remains the 
high school curriculum (Maticka-Tyndale et al., 2007).This fact is a considerable concern 
given the number of individuals who immigrate to Canada as adults. Numerous 
researchers have identified the unique challenges that migration poses to an individual's 
ideas about sexuality and to their sense of sexual self (Durham, 2004; Shahidian, 1999). 
Further, the experience of migration and its effects on sexuality is a gendered one 
because of the larger social function beyond the personal that women's sexual behaviour 
serves in society (Espin, 1995). Added to this gendered effect are the encounters with 
discrimination and marginalization faced by immigrant women due to issues of race, 
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class, ethnicity, religion, and a host of other demographic factors (Espin, 1995). Given 
that women make up over one-half of Canada's immigrant population and that these 
women reflect a large amount of ethno-cultural diversity, there is a need for research that 
will improve knowledge and services related to providing sexual health education across 
the lifespan (Statistics Canada, 2007b). Further, there is a need for approaches to sexual 
health research involving immigrants that seek to address the marginalization faced by 
these groups. 
Purpose of the Present Study 
The population in Kitchener-Waterloo reflects the broader trend in Canada toward 
increasing ethno-cultural diversity. Just over one in five individuals is foreign-born and 
women make up over half of the immigrant population (Statistics Canada, 2007b). Given 
the demographics of this area, Kitchener-Waterloo is an ideal location to conduct 
research about sexual health education and adult immigrant women. Using a qualitative 
approach and a research design based on principles of community-based participatory 
research, this study will explore the experiences and needs of immigrant women from 
diverse backgrounds related to sexual health education. Paradigmatic, theoretical and 
methodological triangulation will be used to create a richer understanding and more 
credible account of women's lived experiences related to these issues (Maggs-Rapport, 
2000). 
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Definitions and Clarifications 
The following terms are of central importance in this study: immigrant, sexuality, 
sexual health, and sexual health education. Comprehensive definitions of the latter three 
concepts are found in Appendix A. Given the exploratory nature of the present study, 
broad definitions of all terms were chosen. 
Immigrant 
Statistics Canada provides several technical classifications for individuals who 
were born outside of Canada and who currently reside in Canada based on their mode of 
entry and their length of residency in the country. These classifications include: foreign 
born, newcomer, recent newcomer, economic immigrant, family-class immigrant and 
refugee (Statistics Canada, 2006). In light of the lack of research in the present area of 
inquiry and in an effort to include a diversity of women's voices in the study sample, the 
terms immigrant, newcomer and new Canadian are used in this thesis to refer to any 
individual who was born outside of Canada, regardless of their mode of entry or their 
length of residency in the country. 
Sexuality and sexual health 
In the Canadian Guidelines for Sexual Health Education, Health Canada (2003) 
adopted the most recent definitions of sexuality and sexual health put forth by the World 
Health Organization (WHO) in 2002. However, international discussions about the 
meanings of sexuality and sexual health by major bodies such as the WHO, the Pan 
American Health Organization (PAHO), and the World Association of Sexology (WAS) 
have been ongoing for the past thirty years (Edwards & Coleman, 2004). These 
discussions have highlighted the elusive nature of a unified understanding of these terms 
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due to the fact that a single definition of either of these concepts is unlikely to sufficiently 
capture their complexity (Few, 1997; WHO, 2002). This difficulty arises because 
constructions of sexuality and sexual health vary from individual to individual and are 
influenced by experiences, values and customs within a cultural, political and historical 
context (Health Canada, 2003). 
Even in adopting the WHO definition of sexual health, the Canadian Guidelines 
for Sexual Health note that the term should be used with caution for several reasons. One 
reason is that the word 'health' often carries medical connotations and authority and 
could be used to imply approval or disapproval of behaviour or individuals (Health 
Canada, 2003). Further, the term sexual health could be linked to ideas about 'proper' or 
'normal' sexuality. Consequently, careful consideration about the use of the term sexual 
health as well as openness to the different meanings and understandings of the term is 
suggested. Similarly, caution is recommended in interpreting the definition of sexuality 
as set forth by the Canadian guidelines. The guidelines suggest that not all dimensions of 
sexuality as listed in the definition are necessarily experienced or expressed at all points 
in time or at all by any given individual (Health Canada, 2003). 
While the definitions put forth by the WHO serve as a starting point for common 
understanding about the meanings of sexuality and sexual health, they also point to the 
need for flexibility in our awareness of these concepts. Indeed, many feminist writers and 
researchers have drawn attention to the fact that predominant paradigms about sexuality, 
particularly in the North American context, have not emerged from the interior emotional 
realities of women and do not reflect women's needs and urges (Daniluk, 1993). Further, 
there is a call for the construction of women's realities through the authority of women's 
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voices and experiences (Kleinplatz, 2001). This call from feminism highlights the 
importance of allowing women to define their own notions of sexuality and sexual health, 
particularly in light of the immigrant experience of migration and the merging of two or 
more cultures. 
The discussions in the literature about the continuous reworking of definitions and 
meanings ascribed to sexuality reflect the conversations I have had with community 
workers involved in providing services to newcomers about the need to 'decode' 
language. Many of these workers have asked me what sexual health means and I always 
have found myself at a loss to adequately explain short of reciting the WHO definitions 
that in themselves are ambiguous. These workers have also suggested that using a term 
like sexuality or sexual health in an interview or focus group might be meaningless or 
confusing to many individuals. They further suggested that I address this problem by 
negotiating a shared understanding and meaning for these concepts with each of the study 
participants. Therefore, the present study uses the definitions of sexuality and sexual 
health as set forth by the WHO to contextualize discussions about these concepts and as a 
starting point for common understanding while allowing these definitions to remain fluid 
and responsive to the needs of the study participants. 
Sexual health education 
Just as there are variations in the definitions of sexuality and sexual health, 
definitions of sexual health education vary as well. More so, there is often confusion and 
conflation of the terms sex education, sexual health education, and sexuality education. 
Sex education and sexual health education often refer to the communication of 
knowledge about the anatomical, biological and physiological aspects of sex (Ruocco, 
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2001). Allen (2004) suggests that based on this definition and the principles underlying it, 
sexual health education in the Western world has traditionally focused on the control of 
sexually transmitted infections and unintended pregnancy. 
In contrast, sexuality education, also known as "comprehensive sexuality 
education", incorporates biological, psychological, social, cultural and spiritual 
perspectives in the teaching and learning of all aspects of becoming and being a sexual, 
gendered person (Ruocco, 2001). Sexuality education encompasses both formal and 
informal sources of information and learning. Formal sources include educational 
institutions, healthcare delivery systems, and governmental agencies. Informal avenues of 
sexuality education include family, friends, and the media. Ruocco (2001) asserts that the 
process of sexuality education is "perpetually transpired during daily interactions among 
friends, family members, and service providers" and that these "micro-level situations 
seem embedded in a web of macro-level influences such as media and government" such 
that "sexuality education occurs in some form each day, in many aspects of life, in both 
formal and informal spheres, and at every level of cultural and societal organization" (p. 
22). Further, Ruocco states that "taken together, all formal and informal education 
received during a lifetime creates an individual's perspective and understanding of 
human sexuality, unique to her own history, culture, and interactions" and that "this 
perspective contributes to her decision-making during interactions, sexual and non-
sexual, with others" (p. 23). 
In light of the importance of both formal and informal sources of sexuality 
education as well as an individual's perspective and understanding of sexuality on her 
sexual decision-making, this study will use the concept of sexuality education as outlined 
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by Ruocco (2001). This framework is in agreement with the definition of sexual health 
education as set forth by the 2003 Canadian Guidelines for Sexual Health Education. In 
the Canadian Guidelines, the definition of sexual health education is more akin to what 
Ruocco describes as sexuality education than to the biologically and physiologically 
based education that the term traditionally denotes. Thus this study uses the term sexual 
health education, in keeping with the Canadian Guidelines, to refer to learning about 
sexuality and sexual health through both formal and informal avenues throughout an 
individual's lifetime. This broad definition of sexual health education allowed for women 
in the present study to guide discussions of sexuality and sexual health and to identify 
what areas were important and relevant to them. 
Study Rationale and Personal Perspectives of the Researcher 
For as long as I can remember being able to read, I have been drawn to stories 
about women's strength and passion. Looking back on the literature that I gravitated 
toward in my childhood and young adult life, I cannot help but notice the different time 
periods and cultural settings that are represented in the stories that I cherished most. 
Taken together, these stories symbolize for me a struggle that cuts across cultural and 
historical boundaries. It is the age old struggle of women to control their lives, bodies and 
minds in the face of social forces and institutions that would wield them as tools of war 
and politics and as markers of a society's moral fabric. 
As a young woman growing up in the Ontario Catholic school system and as part 
of a cultural hegemony that devalues and objectifies women, I have felt connected to this 
transhistorical struggle. In light of media, educators and spiritual leaders who would tell 
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me that I should not have a choice about what happens to my body, who would deny me 
entitlement to expressions of desire and pleasure, and who would restrict expression of 
my sexuality to marriage within a heterosexual relationship, I have felt anger and sadness 
at the thought that my body is not truly my own. 
As I began to explore the writings of feminist and postmodern authors during my 
undergraduate years, I was captivated by their analyses of gender and sexuality and 
stunned to realize how these two things have and continue to underpin social interactions 
and institutions in our society. As I applied this learning to my understanding of my 
experiences growing up as a girl in Canadian society and to my ever changing 
understanding of myself as a woman and as a sexual being, I became passionate about 
talking to women about these issues. I also became committed to working toward a 
society in which all women have the ability to fully control their reproductive capacities 
and to define their own sexualities and how they are expressed. I believe that these are 
issues in women's lives that are intimately connected to their fundamental rights as 
human beings and as citizens of Canada. 
While I knew at the outset of my decision to do a thesis that I wanted to focus on 
a sexual health related topic, the idea to concentrate on the needs and experiences of 
immigrant women came about through my work as a placement student at Planned 
Parenthood Waterloo Region (PPWR), a sexual health centre in Kitchener, Ontario. 
Through discussions with the executive director and staff at Planned Parenthood, the 
need for knowledge about the sexual health issues facing newcomer women and about 
how to provide services to meet the needs of such a diverse group became apparent. This 
need was confirmed in the many discussions that took place from March to June of 2008 
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during the planning stages of the study with individuals involved in providing healthcare 
and social services to new Canadians in Kitchener-Waterloo. One service provider that I 
spoke with expressed the feeling of "working blindly" to provide services for these 
women. It also became clear through discussions with service providers that there was 
fear and uncertainty on their part in addressing sexuality and sexual health issues in their 
work with clients because these topics are perceived as taboo, sensitive and 
uncomfortable. In spite of this fear, there was agreement about the importance of 
sexuality and sexual health knowledge in the lives of women. The interest and support for 
a study that would bring awareness and an opportunity to discuss these issues was 
overwhelming. 
Fear and Resistance to Sexuality Research 
Throughout its history, sexuality research has been met with fear and resistance 
from both the general public and academic institutions alike (Bancroft, 2004). Perhaps 
this fear and resistance arises because the issue inescapably invokes our core value and 
belief systems, or because sexuality is often perceived as one of the most intimate and 
private spheres of life (Bullough, 1995). Whatever the reason, and in spite of the progress 
that has been made in establishing human sexuality as a legitimate and important field of 
inquiry, human sexuality research continues to be surrounded by wariness and doubt 
(Bancroft, 2004). 
My experience in undertaking this thesis project on sexual health and immigrant 
women was not exempt from the fears, doubts and resistance that many sexuality 
researchers experience. Some of these fears and doubts were my own and some were 
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those of others involved in the project including academic advisors and key contacts 
within the immigrant community. Added to the common challenges of undertaking 
sexuality research was the complexity of conducting such research with newcomer 
women and even more so, conducting such research with newcomer women as a young, 
white, middle-class woman and graduate student. At one point in the project, these fears 
and doubts were so great as to put into question whether or not the project should be 
conducted at all. 
Throughout the conceptual and planning stages of this project, four major concerns 
arose. The first concern was that immigrant women would not want to discuss these very 
private details of their lives. The second concern was that asking immigrant women about 
these issues could add to previous trauma that these women might have experienced. A 
third concern was that the research topic and questions imposed a Western concept and 
perspective of sexual health on the study participants. Finally, my social location as a 
young, white woman of middle-class status brought into question my suitability to 
conduct this particular research project. These concerns are discussed in the sections that 
follow. 
Views of Power and Oppression 
The first three concerns about conducting this research project were: that 
immigrant women would not wish to disclose details related to their sexual lives; that 
participants in the study might experience further trauma upon being asked to discuss 
sexual issues; and that the research imposed a Western concept and perspective of sexual 
health. These concerns stemmed from an awareness of issues of power and oppression in 
research on minority communities and indeed provoked thoughtful reflection on these 
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issues. Yet these concerns also evoked reflection on the context in which they were raised 
and the assumptions underlying them. Raising these concerns caused assumptions to be 
made about what women would or would not feel comfortable talking about, what they 
would or would not consider important in terms of sexual health, and about how their 
experiences have shaped their lives. Further, raising these concerns in the absence of 
dialogue with immigrant women themselves amounted to a paternalistic act, however 
inadvertent, that only served to further the oppression experienced on a systemic level by 
these women. 
Wells (2007) asserts that insights into the real experiences that shape immigrant 
women's identities within the Canadian context should not serve as a stereotype of 
newcomer women as being "poor" and "powerless." While racism, classism and sexism 
are experienced by immigrant women at the individual and systemic level, one must be 
careful not to reproduce the view of these women as oppressed, passive, ignorant and 
isolated. Further, Wells (2007) cautions against the common tendency to view minority 
groups as homogeneous. To the contrary, "immigrant women" as a group represent an 
incredible amount of diversity. Wells calls for research to expand knowledge of the needs 
of immigrant women that will peel away the layers of their issues. 
While the concerns discussed above raised the specter of paternalism, they also 
evoked thoughtful reflection about how to navigate the complex issues of power and 
oppression inherent in conducting this research project. These concerns informed the 
qualitative approach and community-based participatory nature of the study. Qualitative 
methodology allowed for women's voices to be heard and for the co-creation of meaning, 
knowledge, and understanding (Daniluk, 1993). The community-based participatory 
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nature of the study and the use of a feminist lens drew attention to and aided in 
minimizing power relationships between the researcher and the researched as well as 
ensured that the study design was responsive to the needs of the participants (Cornwall & 
Jewkes, 1995; Rosenberg, 2005). 
Further, I was guided by caution in the application of a feminist lens to the 
experiences of the study participants and an awareness of how white, middle-class 
feminist ideas arising in the North American context have often excluded and patronized 
other groups of women around the world. This awareness resulted in a commitment to 
enabling the women in this study to define their own realities. Adopting broad definitions 
of key concepts such as sexuality, sexual health, and sexual health education created 
space for multiple realities and acted as a safeguard against the imposition of Western 
ideals. 
Representing the Other 
The fourth concern called into question my suitability to conduct this research 
project based on my social location as a young, white, middle-class woman and 
researcher. This concern was originally my own and was based out of fear of reproducing 
power relationships and oppression in the research process. I was keenly conscious of my 
social location and how it was 'different' and 'other' from the diverse women that I was 
proposing to talk with about issues of sexuality. I questioned whether I could or should be 
talking to these women and wondered how they would respond to me as a young, white 
woman in an interview situation. I also worried about whether or not I could or should 
attempt to represent their voices and experiences. My doubts grew when I was challenged 
by one of my committee advisors about my ability to conduct the research based on my 
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social location and based on the biases and perspectives my social location conferred on 
me. It was at this point that the entire project was at risk of unraveling despite the 
community process that had taken place in its conceptualization and design. 
Many feminist researchers have struggled with the dilemma of "representing the 
other." Bola (1996) discussed her experience as a black woman of Asian origin 
conducting research about white women's experiences of pregnancy. Throughout the 
research process, Bola was challenged by certain gatekeepers about her suitability to 
conduct the research. One gatekeeper, a doctor, indicated that Bola's different appearance 
caused by a skin condition would make it difficult for research participants to look 
beyond her appearance to focus on the task at hand. Another suggested that she would be 
better suited to researching the experiences of ethnic minority women based on her 
shared experience as a woman of colour. Bola noted that these experiences caused her to 
doubt her ability to conduct her carefully thought out research project and contributed to 
a feeling of disempowerment in the interview situation. She noted that her dilemma was 
this: "on the one hand, there was a need for the experiences of ethnic minorities to be 
explored by black researchers but, on the other hand, it could also become an exercise in 
marginalization, where black researchers are deemed only to be able to research black 
participants (p. 127)." 
Bola suggests that the fit between the researcher and the researched, in terms of 
the perceived similarities and differences, is an important element which may affect the 
research in complex ways. She argues that "perceived researcher characteristics are vital 
in the shaping of many research projects and should thus be paid more serious attention 
(p. 128)." Bola calls for more exploration from a feminist perspective of the impact of 
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difference between researcher and researched, and discussion of how these differences 
can be theorized from a position of feminist reflexivity. While this theorizing is beyond 
the scope of this thesis, it is an important point to consider in light of my research 
experience. 
Li via (1996) notes, that at the core of any liberation struggle is the ability to live 
outside of ourselves. She asks, "In whose interest is it that white women should feel black 
experience is so different from ours as to be unimaginable? Or that sighted women should 
believe the thoughts of blind women to be on such different pattern that we will not 
venture to guess them" (p. 34)? She suggests that this line of reasoning overlooks the 
complexities of individual identities and their existence at the intersection of multiple 
positions and oppressions and that following this line of reasoning leads to the conclusion 
that the only person whom we could truly represent is ourself. 
Kitzinger and Wilkinson (1996) note that the dilemma is 
"how to continue conversing about, theorizing and attempting to challenge 
structural power, while recognizing the multiple forms of power and 
powerlessness; how to think about our own and/or others' Otherness without 
fixing it as an essential attribute; how to speak without our words serving to 
disempower Others; and when to remain silent (p. 16). " 
The authors draw attention to the fact that no one group of Others speaks in a single voice 
with just one point of view that can be truly represented. They suggest that one way of 
dealing with the apparent paradox of constructed differences and their material 
consequences is to focus not on questions of similarity and difference between Self and 
Other but on the construction of Self and Other in relation. Thus, we should work to 
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recognize ourselves in Others while acknowledging the structural forces that shape our 
behaviour in the interpersonal relationship. 
In contrast to the concerns about difference between the researcher and 
researched, Hurd and Mclntyre (1996) explored the "seduction of sameness" that can 
occur when the researcher and the researched share perceived similarities in experience. 
Mclntyre recounted her experience as a white woman, former teacher, and feminist 
participatory researcher interviewing other white women who were teachers about the 
meaning of whiteness. When the discussion turned to the teachers' accounts of 
instructing black students, Mclntyre recalled that the participants began engaging in 
"white talk." Despite her discomfort with the conversation, Mclntyre found herself 
resonating with the participants' experiences and colluding in their macro-narrative, 
failing to counter the participants' assumptions and constructions of whiteness. 
Similar to Mclntyre's experience, I found that the stories women shared with me 
about their learning experiences related to sexuality and sexual health deeply resonated 
with my own. In many of the interviews, I felt a sense of connection to the women, a 
sense of shared struggle to gain control over our bodies and lives. As a result of this 
perceived similarity in experience, I often caught myself sharing in the women's 
narratives. At times, I found that I colluded in their constructions of gender and sexuality, 
failing as a feminist researcher to interrupt hegemonic and oppressive discourses while 
still allowing space for the sharing of lived experiences. Mclntyre called this the danger 
of aligning oneself with the "participants' lived, but critically unexamined, life 
experiences" (p. 79) and cautioned that this seduction of sameness can co-opt the process 
of feminist research. Hurd further warned that these perceived similarities between the 
17 
researcher and researched should be explored for their influences on the research process 
and on the interpretation of the findings. 
Moving Forward 
The process contained in the following pages represents an attempt at a complex 
community-based exercise in navigating issues of race, ethnicity, culture, class, age, 
sexuality, power, and oppression. It represents a struggle to overcome the fears, 
uncertainties and stereotypes surrounding diverse women and issues of sexuality. It is a 
step forward in bridging the perceived cultural divide that is often experienced between 
individuals from different cultural backgrounds. It represents the breaking of silences and 
a small step in the process of learning to communicate with those who are perceived as 
Other to ourselves about issues that are considered sensitive and controversial. 
This project is ultimately about shedding light on diverse women's experiences 
learning about sexuality and exploring the ways in which communities and service 
providers can support these women in experiencing sexual health in a manner that is 
consistent with their values and beliefs. What these ideas, concepts and expressions look 
like for each individual woman is sure to represent an incredibly textured and layered 
amount of diversity that researchers, service providers and educators need to treat not as 
something to shrink from or ignore but as something to honour and embrace. This task 
requires that we as researchers and educators confront our own assumptions, beliefs and 
internalized cultural norms about sexuality and our understandings about the role it plays 
in people's lives. More so, I believe it is our responsibility to engage with these difficult 
and sometimes frightening issues that are undoubtedly steeped in moral and ethical 
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concerns. Only in doing so can we hope to be true to the voices and experiences of the 
women we aspire to serve. 
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CHAPTER 2 
LITERATURE REVIEW 
I have organized the review of the literature into five sections. In the first section, 
I discuss theories of women's sexualities to orient the reader to the different perspectives 
that inform contemporary understandings about women's sexualities. The second and 
third sections explore the literature about the influences of culture on women's sexualities 
and how the experience of migration creates challenges and opportunities related to an 
individual's sexuality. Together, these sections contextualize the reader's understanding 
of diverse women's experiences related to sexual health as new Canadians. The fourth 
section critically reviews previous research conducted on the topic of sexual health 
education and the immigrant experience and locates the present study in light of this 
research. I conclude the literature review with a section that explores issues of race and 
ethnicity in sexual health research. This section is vital to the reader's understanding of 
the marginalization and oppression often experienced by members of ethnic and racial 
minorities at the hands of researchers and how these issues have informed the design and 
methods of the present study. 
Theories of Women's Sexualities 
Evolutionary Perspectives 
Evolutionary perspectives about human sexuality emphasize the biological basis 
of human sexual behaviour (Baumeister, Maner, & DeWall, 2006). They draw upon 
principles of biological adaptation and evolution by natural selection. From the 
fundamental premise that organisms with adaptive physical and psychological traits tend 
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to reproduce at a greater rate than organisms with less adaptive features resulting in an 
increased presence of the adaptive traits in a population, evolutionary theorists attempt to 
understand the desires and sexual behaviours of humans that are conducive to more and 
better offspring. Thus, almost all facets of sex and sexuality including romantic 
attraction, arousal, long-term relationship maintenance and even emotional responses to 
infidelity and break-ups, are viewed as evolutionarily driven processes related to the 
mating constraints under which modern humans evolved. The findings by studies that 
suggest that men and women seek out different traits in romantic partners and differ in 
their willingness to engage in casual sex, are viewed as evidence of stable differences 
between men and women's mating strategies. For example, the tendency for women to 
require a higher level of relationship commitment before engaging in sex compared to 
their male counterparts who generally engage in casual sex quite willingly is viewed as a 
reflection of the greater parental investment required of a woman should a pregnancy 
occur. While the role of learning and culture is acknowledged, biology is emphasized in 
explanations of sexual behaviour (Baumeister et al., 2006). 
Social Constructionist Perspective. 
Constructionist perspectives focus on identifying factors that enhance or constrain 
sexual possibilities for women, rejecting the notion that a true female sexuality exists 
waiting to be discovered (Baber, 2000). While biological factors are not completely 
ignored, these approaches view social factors such as religious preference, racial or ethnic 
group membership, level of education, age and marital status as the primary organizers of 
women's sexual behaviours and experiences (Laumann & Mahay, 2002). These social 
factors act through their influence on the production and enforcement of socially 
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constructed and culturally embedded notions of appropriate sexual conduct (Laumann & 
Mahay, 2002). Further, gender is viewed as the central organizer of sexual behaviour that 
crosscuts all other social categories. That is, a recognition that men and women engage in 
different sexual behaviours and experience sexual practices differently whether due to 
biologically based differences, social and cultural factors, or an interplay of the two 
(Baldwin & Baldwin, 1997; Oliver & Hyde, 1993; Wood & Eagly, 2002). While social 
forces are seen as shaping women's sexuality as well as women's subjective 
understanding of their sexual experiences and preferences, emphasis is placed on an 
individual's active role in structuring the reality that affects their own values and 
behaviour (Tiefer, 1995). This view is in contrast to that held by positivists who would 
ignore the active role of the individual to focus on how external forces, which are seen as 
objectively examinable, impact an individual's reality (Tiefer, 1995). 
Postmodern Feminist Perspectives 
Postmodern feminist approaches are closely linked to constructionist perspectives 
but differ in that they focus on women's thinking and experiences and are driven by 
political and emancipatory goals (Baber, 2000). These approaches view sexuality as a 
complex, fluid phenomenon with sexual beliefs, attitudes and behaviours constructed 
through sociocultural processes influenced by political, economic, and historical forces 
(Baber, 2000). Sexual behaviour is viewed in light of gendered sexual scripts that vary 
historically and across cultures. Women's sexual behaviour in particular is seen as 
embedded in and reflective of women's ascribed lower social status in patriarchal 
societies (Amaro, Navarro, Conron, & Raj, 2002). Attention is also drawn to the 
intersectionality of social categories such as race, class, gender, age, and sexual 
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orientation and how these intersections affect how sexuality is experienced and expressed 
(Baber, 2000). Social forms of oppression such as racism, sexism, and classism as well as 
institutional forms of oppression including biases in public health research and practice 
are central in feminist analyses of women's sexuality. Thus the notion of power is 
fundamental to feminist thought about issues of sex and gender (Baumeister et al., 2006). 
Emerging Frameworks 
A growing number of authors have noted that it is more appropriate to speak of 
women's sexualities rather than attempting to arrive at a single definitive notion of 
female sexuality (Daniluk, 1998; Few, 1997). This approach encourages a movement to 
embrace a wider understanding of the capacity for change and diversity in human 
sexualities. This movement is reflective of a growing body of evidence that suggests that 
women's sexuality tends to be fluid, malleable, and capable of change over time 
(Baumeister, 2000; Peplau & Garnets, 2000). In other words, female sexual development 
is potentially a continuous and lifelong process (Diamond, 1998). This evidence supports 
the increasing call from feminism to allow women's voices and experiences to inform our 
thoughts about women's sexuality (Daniluk, 1993). 
The Effect of Culture on Women's Sexualities 
Cultural anthropologists point out that Western views of sexuality often consider 
it as an essential, fixed and core attribute of identity (Blackwood, 2000). Contrary to 
Western views, these researchers assert that sexuality is fluid and primarily shaped by 
culture (Emami, Benner, & Ekman, 2001). Similar to notions of sexuality, culture itself 
can be viewed as either a fixed structure or as dynamic and changing as shared meanings 
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are continually re(constructed) in the social world (Emami et al., 2001). The later view 
defines culture as a set of historically based guidelines encoded in symbols, language, 
arts and rituals, passed down to members of a particular society and which informs the 
way an individual views the world, prescribes how an individual experiences it 
emotionally, and determines how an individual behaves in relation to other people, 
supernatural forces, and the natural environment (Emami et al., 2001). 
Numerous researchers have considered the ways in which cultural symbols, 
languages and rituals shape sexualities (Amaro et al., 2002; Espin, 1984; Fourcroy, 2006; 
Shahidian, 1999). In particular, cultural systems of gender are seen as the primary force 
in constructing different sexual beliefs and practices for men and women (Blackwood, 
2000). These notions prescribe what is desirable, determine who is considered an 
appropriate sexual partner, guide processes of attraction and arousal, and structure sexual 
interactions. Each culture contains a different range of accepted sexual behaviours for 
women and each culture holds a different cost for women who transgress the boundaries 
of allowable behaviour (Espin, 1984) Thus, culture is of large importance in determining 
the sexual health of women (Fourcroy, 2006). Consequently, studies about women's 
sexual health must attend to the influences of culture and recognize that these influences 
act in a dynamic way across the lifespan (Amaro et al., 2002). Due to the dynamic nature 
of culture and its influences, researchers must be wary of making sweeping cultural 
generalizations, recognizing that there can be as much variation in attitudes, beliefs and 
behaviours within cultures as between them. Indeed, each woman situates herself along 
or beyond the ranges of culturally sanctioned behaviour (Espin, 1984). 
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The Effect of Migration on Women's Sexualities 
The immigration process can represent a new beginning for many individuals and 
families and often involves the learning of a new language and culture as well as an 
adjustment to social status and income level (Meadows, Thurston, & Melton, 2001). 
Espin (1984) suggests that this new beginning is also accompanied by a sense of loss and 
a process of grieving and that these events are experienced differently by women than by 
men. While women might experience greater opportunities and personal freedoms in the 
host-country, men are more likely to experience a sense of loss of status and control. 
Successful adaptation occurs as feelings of loss are resolved and the ability to cope with 
ambiguities such as sex-role ambiguities is developed. This process is influenced by 
factors such as the psychological make-up of the individual as well as the interaction of 
the home culture and class with features of the host country (Espin, 1984; Shahidian, 
1999). 
The process of migration and acculturation creates many opportunities for 
women, particularly in regard to gender roles and sexual behaviour (Espin, 1999). Indeed, 
issues of gender and sexuality are considered central to all women's experiences of 
migration (Espin, 1999). The metaphor of 'crossing borders or boundaries' is often used 
to describe these experiences (Espin, 1999). For women crossing borders through 
emigration from more 'traditional' cultures, exposure to new sex role patterns and 
alternative meanings of womanhood in the host culture combined with greater access to 
paid employment and education creates space for the crossing of boundaries related to 
gender and sexuality (Espin, 1999; Huang & Akhtar, 2005). In North America, the 
emphasis on individuality in regard to gender and sexuality may represent a fundamental 
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change in thinking for many women from less individualistic cultures (Shahidian, 1999). 
Even for women who migrate from 'modern' societies, opportunities and alternatives 
arise in the new country due to the distance from familiar environments and social 
networks (Espin, 1999). 
While the experience of migration creates many opportunities for women it also 
poses many challenges. Women often find themselves caught between the expectations 
and norms of their home culture and the pressures of the new host culture (Espin, 1984). 
In North America, immigrant women, particularly women belonging to racial minorities, 
experience psychological oppression due to the pressure to achieve Western standards of 
female beauty (Espin, 1984). Another challenge is the increased subordination to men 
that women might experience as a result of the oppression and loss of status often 
endured by minority men. Due to this loss of esteem and self efficacy that many men 
experience in the host country, violence in the form of incest, rape, and domestic violence 
can erupt (Espin, 1984). 
Yet another challenge for immigrant women is posed by the racism and rejection 
from mainstream society that many immigrant communities face (Espin, 1995). These 
communities often react to these experiences by holding tightly to tradition and the ways 
of the "home country". The acculturation process becomes focused on preserving 
women's roles and sexual behaviours which are viewed as a measure of moral fiber and 
the maintenance of tradition (Espin, 1995). These challenges that women face reflect the 
larger role beyond the personal that women's sexuality serves in society (Espin, 1995). In 
light of these challenges and opportunities, research about sexual health involving 
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immigrant populations needs to attend to the unique circumstances that arise as a result of 
the experience of migration. 
Researching Sexual Health Education and Immigrant Women 
Ruocco (2001) asserts that "a woman's experience with sexuality education is a 
lifetime adventure, which she perpetually navigates through formal and informal avenues 
(p. 1)." Further, Ruocco notes that formal sexuality education for individuals beyond the 
adolescent years is often incomplete or absent entirely. This situation is the case in 
Canada where very little attention has been paid to formal or informal sources of adult 
sexual health education, much less the potentially unique educational needs of immigrant 
women who arrive in Canada as adults (Maticka-Tyndale et al., 2007; Statistics Canada, 
2007a). The increasing recognition of sexual health education as an important tool for 
empowerment of marginalized and minority women makes this lack of attention to adult 
sexual health education in Canada a concern (Islam, 2004; Savage, Mackay, & Jacks, 
2004). 
A thorough search of the literature produced only one study that specifically seeks 
to explore the sexual health education experiences and needs of adult immigrants in 
Canada. This study uses an interpretive phenomenological approach and qualitative 
interviews to ask Iranian immigrants about their experiences and needs related to sexual 
health education (Maticka-Tyndale et al., 2007). The authors discuss the dilemma faced 
by countries such as Canada that are becoming increasingly diverse and that are 
struggling to "fill the gaps" in sexual education and sexual literacy for immigrants in 
culturally sensitive and inclusive ways. The study findings point to the need for further 
research into these issues. 
While this study is one of the first to attend to the important and often overlooked 
needs of newcomers related to their sexuality, it is potentially limited in certain ways. 
The study was conducted in a manner to "respect Iranian norms related to discussion of 
sexual issues" (p. 183). For instance, the researchers chose to interview only married 
couples and the interviews were conducted in Farsi by researchers who were born and 
grew up in Iran. A few concerns arise from this approach. One concern is that individuals 
in heterosexual marriages are not likely to be the only individuals from the immigrant 
Iranian population with sexual health related concerns. In order to provide education and 
services to all members of a population, the voices of diverse individuals in terms of 
demographic variables such as age, gender, sexual orientation and marital status need to 
be heard. 
Another concern with the study's approach is that it appears to be predicated on 
the assumption that all individuals from a given ethnic group will hold the same values, 
attitudes, and beliefs prescribed by cultural norms (Linwood, 2006). This approach not 
only overlooks intra-cultural differences that exist between individuals from the same 
group but ignores the dynamic influences of culture, migration experiences and the active 
role of the individual in negotiating his or her identity within shifting contexts and 
realities. Further this approach risks contributing to the silencing of individuals who do 
not ascribe to, or who challenge the established norms of their 'traditional' culture. 
The use of ethnically and linguistically matched interviewers in research is 
controversial for this very reason. The use of ethnically matched interviewers can 
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overlook other important factors that might create a sensitive interview situation such as 
gender, social status or internal stratification and conflict (Elam & Fenton, 2003). 
Further, the use of non-ethnically matched interviewers might provide a sense of 
confidentiality and distance from the participant's cultural norms and the pressures to 
reflect appropriate attitudes and behaviours (Elam & Fenton, 2003). Similarly, studies 
have shown that a second language can be used as a vehicle to explore potentially 
sensitive issues related to sexuality that might not have been appropriate or possible to 
speak about in a participant's first language (Espin, 1999). These insights point to the 
need for flexibility and choice in the study design to accommodate the participation of 
individuals with diverse experiences and feelings about issues of sexuality. 
A further concern with the study design is that it focused on one specific ethno-
cultural group, Iranian immigrants. The concern with this approach is the use of ethnicity 
as a categorizing variable, an issue across the sexual health literature (Linwood, 2006). 
Organizing studies around ethnic group membership, particularly in sexual health studies, 
has resulted in a body of literature that perpetuates ethnic and racial stereotypes about the 
sexualities and sexual behaviours of minority groups (Linwood, 2004). The issue of race 
and ethnicity in research is explored further in the following section. 
Race and Ethnicity in Sexual Health Research 
Race is commonly defined as the placement of individuals and groups into 
categories centered on physical attributes such as skin colour and facial structure while 
ethnicity often refers to a category of individuals that share a sense of common origins, 
language, culture, history and religion (Linwood, 2006). An abundance of sexual health 
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and sexual behaviour research has focused on ethnic and/or racial minorities and has 
resulted in the marginalization and negative stereotyping of these groups through a focus 
on disease and the negative consequences of sexual activity (Amaro et al., 2002; 
Linwood, 2004). Further, findings about ethnic and racial differences are often reported 
in the absence of their cultural meanings and context leading to racial and class 
oppression and their influence on beliefs, attitudes and behaviours of racial and ethnic 
minority groups, being mistakenly conflated with the influence of culture (Amaro et al., 
2002; Linwood, 2006). Further still, the majority of research conducted on ethnic and 
racial minorities has used traditional research methodologies that promote the 
marginalization of these groups through the maintenance of power disparities between 
the researcher and the researched. 
There is a need for sexual health research that problematizes the usefulness of 
race and ethnicity as organizing categories while approaching research in a way that 
challenges the marginalization and stereotyping of these groups by traditional paradigms 
and methodologies. Toward this end, Amaro et al. (2002) calls for the development of 
advanced scientific methods and integrative theoretical frameworks that allow for the 
consideration of culture, oppression, sexuality and their implications for sexual health. 
The present study seeks to use such a multidimensional approach to explore immigrant 
women's experiences and needs related to sexual health education in such a way that 
seeks to address the marginalization endured by minority groups at the hands of 
researchers. 
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Summary 
As Canadian society becomes more diverse, there is a need for research that will 
assist service providers in becoming more responsive to the needs of the groups that they 
serve. The area of sexual health education for adults in Canada has been one that has 
been neglected in both practice and in research. This deficit in knowledge and in services 
has become even more apparent for the immigrant community, who represent a group 
with potentially unique and diverse needs related to sexual health. Further, the existing 
literature on culture, migration and the influence that they have on how women perceive 
and experience their sexualities across the lifespan suggests that immigrant women as a 
group warrant attention in sexual health research. This need has also been identified by 
the immigrant-serving individuals and agencies in Kitchener-Waterloo. As a region that 
reflects national demographic trends in terms of immigration and as a place that is known 
for its progressive community services, Kitchener-Waterloo is an ideal location in which 
to conduct research about immigrant women and sexual health education. The present 
study seeks to address the scarcity in the literature about the sexual health education 
experiences and needs of adult immigrant women. 
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CHAPTER 3 
METHODOLOGY 
This chapter is organized into eight sections: arrangements for conducting the 
study, purpose of the study and research questions, conceptual lenses, methods, ethical 
concerns, assumptions, limitations, and strengths. 
Arrangements for Conducting the Study 
The purpose, objectives, and details of the study were presented to the Research 
Ethics Board (REB) of Wilfrid Laurier University in the spring semester of 2008. 
Approval from the REB was granted on June 24th, 2008. 
Purpose of the Study and Research Questions 
The purpose of this study was to explore the sexual health education experiences 
and needs of immigrant women in Kitchener-Waterloo using a qualitative, multi-
dimensional approach to research. Consequently, the goals of the study were also 
multidimensional. The community-based participatory aspect of the study sought to build 
community partnerships, promote the ability of immigrant women in Kitchener-Waterloo 
to access sexual health information and services, and to encourage the knowledge and 
ability of both formal and informal community supports in providing for the sexual health 
education needs of this diverse group. The interpretive component of the study hoped to 
add to the literature a greater understanding of immigrant women's experiences learning 
about sexuality and accessing sexual health information and services across the lifespan. 
The critical aspect of the study was focused on challenging dominant research paradigms 
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and methodologies that have resulted in a body of sexual health literature that 
marginalizes and stereotypes minority sexualities. Finally, the feminist lens of the study 
sought to engage in the practice of "consciousness raising" about issues of sexuality and 
their role in the lives of immigrant women as well as about bridging the cultural divide in 
addressing sexuality issues in community practice with newcomers. 
Through a continuous and collaborative process of working with a number of 
community partners and agencies throughout the study, two general research questions 
emerged: 
1. What are the experiences of immigrant women in Kitchener-Waterloo learning 
about sexuality and accessing sexual health information and services across the 
lifetime? 
2. What are the informal supports and formal services that are required in the 
community of Kitchener-Waterloo to effectively respond to the sexual health 
education needs of a diverse community of immigrant women? 
Conceptual Lenses 
At this point, it is important to identify the conceptual framework in which the 
present study was situated. This task involves a discussion about the paradigms, theories 
and methodological approaches that informed the study. Westhues et al. (1999) suggests 
that effective research is possible only when there is a logical fit between these three 
elements. A paradigm encompasses a view on how knowledge is created (epistemology) 
and beliefs about the nature of reality (ontology). It further sets out beliefs about the 
generalizability of research findings, the role of values in research, the purpose of 
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research, the process of doing research, the logic of research, what is considered credible 
or valid evidence, and assumptions regarding the nature of human beings (Westhues et 
al., 1999). A theory is an abstraction or a set of premises and assumptions that attempts to 
explain what exists in the world and how the components of that world fit together into 
patterns (Penna, 2004). A methodological approach informs the study design, what 
research questions are asked and how they are asked, what kind of data is collected and 
the methods used to collect such data (Punch, 2005). In this section, I explore the 
paradigms (participatory, interpretivist and critical) and theoretical frameworks 
(community-based participatory research, interpretive phenomenology and postmodern 
feminism) that informed the present study. In the following section, the methodological 
approaches of the study are discussed. 
Paradigms 
This study was situated within and drew upon elements of the participatory 
paradigm, the interpretivist paradigm and the critical paradigm. Guba & Lincoln (2005) 
suggest that these three paradigms are all concerned with the "subjective and 
intersubjective social knowledge and the active construction and cocreation of such 
knowledge by human agents that is produced by human consciousness" (p. 203). I chose 
to draw from these three paradigms because they overlap and complement each other in 
many respects while each bringing a unique and vital element to the study of minority 
women's experiences of sexual health education. The participatory paradigm, 
increasingly promoted for studies about health involving marginalized populations, 
emphasized the value of experiential and practical knowing, grounding the development 
of the study in collaborative community relationships while attending to issues of power 
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and the need for research to produce action that benefits the population of interest 
(Cornwall & Jewkes, 1995; Guba & Lincoln, 2005; Meyer, Torres, Cermeno, MacLean, 
& Monzon, 2003).The interpretivist paradigm highlighted the fluid and multiple nature of 
reality and the basis of knowledge in subjective and co-constructed understandings of 
lived experiences (Ulin, Robinson, & Tolley, 2005). Finally, the critical paradigm 
encouraged attention to the historical, social, and political realities in which people are 
located and points toward consciousness raising, the process of making individuals aware 
of these influences on their lived experiences in order to move toward liberating social 
change (Guba & Lincoln, 2005). 
Theoretical Frameworks 
Community-Based Participatory Research. Community-based participatory 
research (CBPR) is a term increasingly used to refer to a group of research approaches 
that contain three central and interrelated elements: participation, research, and action 
(Minkler & Wallerstein, 2003). The CBPR approach emphasizes collaboration and 
equitable partnerships between researchers and community members in identifying, 
studying and responding to community health issues (MacCaulay et al., 2008). Issues of 
power are brought to the forefront and a sense of community ownership over the research 
is paramount. Through community involvement at each stage in the research process, 
partnerships between research institutions and local communities are fostered and 
community capacity is developed. Perhaps most importantly, the action component of the 
CBPR approach requires that the research process and results benefit participants and 
community partners as well as stimulate mobilization for positive change. The values and 
35 
goals of CBPR help to ensure that research is translated into practice (MacCaulay et al., 
2008; Minkler & Wallerstein, 2003). 
Interpretive Phenomenology. Interpretive or Heideggerian phenomenology 
assumes that "individuals are always already in the world in association with others, not 
as observing beings but as beings inseparable from that which is observed and from a 
world of being" (Rapport & Wainwright, 2006, p. 229). This perspective is concerned 
with the meaning of phenomena and is characterized by the metaphor of movement or 
journeying. That is, our relationship with and experience of phenomena is in a constant 
state of flux as situations and contexts change (Rapport & Wainwright, 2006). This view 
is well suited to the study of sexuality, sexual meanings and culture, all of which are well 
known to shift or change across contexts (Daniluk, 1998). The interpretive 
phenomenological approach views understanding as a circular process of continuous re-
examination of propositions and preunderstandings. Meanings are arrived at through the 
process of co-constitutionality - the merging of the researcher's and research 
participant's assumptions, values, ideas and beliefs - at the fusion of horizons (Lopez & 
Willis, 2004). The interpretive process leads to endless possibilities and interpretations 
(Rapport & Wainwright, 2006). One can only "declare a temporary stop in the process, in 
order to assess what has been learned so far, but the process continues nevertheless" (p. 
233). Thus, interpretation is all that one can arrive at (Lopez & Willis, 2004). 
Postmodern Feminist Perspectives. This study is also guided by a postmodern 
feminist theoretical framework. The term "postmodernism" broadly categorizes a 
particular form of theorizing that is characterized by the questioning of objective 
standards of truth (Rosenberg, 2005). This form of theorizing encourages a deep 
suspicion of universal truths or 'metanarratives' and encourages the embrasure of 
paradoxes and contradictions. For example, while attending to social categories such as 
race and ethnicity, postmodernism is attuned to the real consequences and implications 
that these categories have for people's lives while at the same time problematizing the 
use of these categories (Baber, 2000). Postmodern feminist perspectives take women's 
experiences and thinking as their focus of attention. These perspectives also place 
emphasis on the intersectionality of social categories and various forms of social 
oppression in light of their social and historical contexts in the shaping of women's 
realities (Amaro, Raj, & Reed, 2001; Baber, 2000). Issues of power are of central 
importance in postmodern feminist analyses (Baumeister et al., 2006). The feminist 
perspective is important to this study which foregrounds women's experiences with 
sexual health education and the meanings that they attribute to them. 
Methods 
Study Design 
A qualitative approach to research was chosen for this study. Daniluk (1993) 
suggests that such a design is particularly useful in addressing questions of meaning and 
of the nature of felt experience. This notion is particularly true in relation to phenomena 
such as sexuality that are not well understood or about which erroneous assumptions and 
misinformation are common (Daniluk, 1993). Three complementary theoretical and 
methodological approaches conducive to exploratory research were used in a 
multidimensional study design: community-based participatory research, interpretive 
phenomenology and postmodern feminism. Methodological triangulation of this nature is 
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increasingly being recognized as an important technique in studying complex issues of 
sexuality and sexual health (Linwood, 2006; Shahidian, 1999). Further, Maggs-Rapport 
(2000) suggests that this approach improves the credibility of the researcher's 
interpretation and presentation of the participant's lived experiences by allowing for a 
variety of techniques and multiple perspectives that facilitate comprehensive 
understanding and explanation. 
In all three of the methodological approaches that guided this study, 
consciousness of self and reflexivity are required of the researcher (Guba & Lincoln, 
2005; Maggs-Rapport, 2000). Further, all three approaches situate the researcher as an 
active participant in engaging with the phenomenon and as a co-participant in the 
creation of meaning and understanding (Lopez & Willis, 2004). Research from all of 
these perspectives is value-driven (Guba & Lincoln, 2005). In the interpretive 
phenomenological tradition, the personal knowledge and preconceptions of the researcher 
form the basis for the development of new ideas and meanings (Lopez & Willis, 2004). 
An orienting framework such as feminist theory can be used to make explicit the study 
assumptions and the researcher's frame of reference (Lopez & Willis, 2004). 
The community-based participatory approach provided the overarching 
framework for how the present study emerged and unfolded. It also emphasized the 
important goals of community partnerships and action-oriented research. Within this 
community-based approach, the feminist lens drew attention to issues of power and 
oppression in the lived experiences of minority women and to the need for feminist 
research techniques and analysis methods that addressed these issues. This lens also 
allowed for the complexities and contradictions that characterized discussions involving 
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sexuality and identities existing at the intersection of multiple social categories and 
oppressions. Further, the feminist lens emphasized the need for consciousness raising 
toward positive social change. The interpretive phenomenological perspective allowed 
focus to be placed on the fluid and dynamic nature of sexuality, culture, and the way 
individuals experience these things across the lifespan. This perspective fit well with the 
principles of feminist research in that it allowed meanings to arise out of subjective and 
intersubjective experiences of the phenomenon being studied (Cornwall & Jewkes, 1995; 
Rapport & Wainwright, 2006). Thus the present study drew on feminist and interpretive 
phenomenological techniques in the data collection, analysis and interpretation phases of 
the research. 
The Community-Based Participatory Process 
The present study was developed and implemented through a complex 
community-based process founded on principles of community-based participatory 
research. While limitations on time and resources precluded the adoption of a fully 
participatory approach wherein co-researchers from the study community would be hired 
and trained in research methodologies and participate fully in every stage of the research 
process, the study reflected many of the principles of CBPR (Meyer et al., 2003). 
The general idea for the study - talking to immigrant and newcomer women about 
sexual health - grew out of discussions with staff at Planned Parenthood of Waterloo 
Region and other members of the KW service-provider community about two key issues: 
the lack of knowledge about the sexual health education needs of immigrant women in 
the community; and the fear and uncertainty experienced by service providers, health-
care professionals, and educators about addressing these issues with immigrant and 
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newcomer women. After the topic of inquiry was initially identified, I engaged in 
exploratory work in the community through hundreds of contacts face-to-face, over the 
telephone, and by email to acquire a sense of community workers' and women's feelings 
about the proposed area of study, the perceived need and importance for research on the 
topic, the concerns about how immigrant and newcomer women would respond to such a 
study, the questions and concerns that the various stakeholders would like to see 
addressed in the research, and to determine the availability of support in terms of 
resources and connections to study participants. 
This exploratory process resulted in the formation of an informal steering group 
composed of community workers active in the area of newcomer services, and 
community agencies in Kitchener-Waterloo (KW) including: Planned Parenthood 
Waterloo Region, the KW Multicultural Centre, House of Friendship (Chandler-Mowat 
Community Centre, Sunnydale Community Centre), Focus For Ethnic Women, The KW 
Reception Center, YMCA Cross Cultural Community Services, KW Counselling, 
Waterloo Region Public Health, and the Kitchener Downtown Community Health Center. 
These agencies and individuals contributed an expertise in working with immigrant and 
newcomer groups in Kitchener-Waterloo that was critical to the success of the research. 
Following the exploratory phase of the study, I moved into the study design and 
methodology phase. This phase involved another extensive round of communications 
with all of the community workers and agencies involved in the research. During this 
phase, in-depth conversations were had about the study parameters, inclusion criteria for 
the participants, data collection and analysis methods, appropriate ways to frame the 
issues of sexual health and sexuality, the possibilities of including non-English speaking 
women in the research, and the role of interpreters. Extensive conversations were also 
had about issues of confidentiality, trust, and relationship building. 
My community partners were also vitally important in the implementation phase 
of the research. They played an integral role in connecting me with study participants, 
recruiting participants, promoting the study in the community, and facilitating the 
participation of non-English speaking women. They were also involved in assessing my 
interviewing techniques, the content and flow of the interviews as well as providing 
suggestions for future lines of inquiry following the pilot interviews. Finally, my partners 
were of assistance to me during the interpretation of the findings, allowing me to "check 
out" ideas and meanings with them. This process promoted the credibility of the study 
results. 
Throughout the research process, I was guided and assisted by mentors in the 
Kitchener-Waterloo community, all of whom were service providers, community workers 
and women of Kitchener-Waterloo's immigrant communities themselves. Throughout the 
various stages of the research, many discussions with these mentors were had about 
issues such as: the concept of culturally sensitive versus inclusive practice; the 
importance of 'decoding language' in community practice; issues of power and 
oppression; and the role of social location in community practice and research. In 
addition to these informal conversations, my learning and struggles with these difficult 
issues were facilitated by my involvement in the KWMC Multicultural project taught by 
Jasma (Jassy) Narayan, a long time community worker and advocate for inclusive 
practice issues. 
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Jassy played an integral role in connecting me with other immigrant women and 
service providers in the community whom were interested in the research. She facilitated 
my inclusion in the Sunnydale Community Centre's weekly group for women from 
diverse ethno-cultural backgrounds such that I could participate in the lives of the women 
and form connections in the community. Jassy also introduced me to Fauzia Mazhar, the 
co-ordinator of Chandler-Mowat Community Centre and a member of KW's immigrant 
community from Pakistan. Fauzia was a major contributor throughout the entire research 
process. 
Another aspect of the CBPR approach was that the project was situated within the 
community. Two key stakeholder agencies - Planned Parenthood Waterloo Region 
(PPWR) and the Kitchener-Waterloo Multicultural Center (KWMC) - housed the project 
at its various stages. These agencies championed the project within the community, 
supported the research financially, and contributed in-kind donations of space to conduct 
the study as well as staff time and expertise. The arrangements between these agencies 
and I - the principal investigator - focused on genuine partnership and mutual benefit 
throughout the research process. I was both a volunteer and a practicum student at PPWR 
as well as an advocate for the agency in the broader community. As I was interested in 
conducting research that would benefit the agency, PPWR in turn allowed me to focus 
much of my practicum on networking in the community and the development of the 
present study. Similarly, the KWMC had an interest and a stake in the outcomes of the 
research. I was hired there as a summer student during which time I conducted the data 
collection phase of the study. I continued my work at the agency in the following 
semester as a practicum student. In return for the space, time, and staff expertise 
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contributed by the KWMC, I participated in the center's daily operations - staffing the 
front desk, working with clients, and assisting in grant writing. 
Finally, the action component of the CBPR approach was also a strong influence 
on the research design. Research questions were collaboratively developed with 
community partners to address the gap in knowledge about newcomer women and sexual 
health education with the aim of producing recommendations for a wide range of 
community workers involved in providing services, programs or resources related to the 
sexual health of newcomer women. Further, it was agreed upon by the steering group that 
the results of the study would be shared with the community in the form of a community 
report. 
Research Participants 
Inclusion Criteria. The inclusion criteria for the study were immigrant and 
newcomer women of non-European origin currently residing in Kitchener-Waterloo, who 
immigrated to Canada after the age of 18, who had been living in Canada for at least one 
year, and who agreed to participate in an audio-recorded individual interview or small 
group interview. 
Initially, the inclusion criteria for the study were recent immigrant women, 
defined by Statistics Canada (2007a) as landed immigrants arriving in Canada five years 
prior to the last census date. However, in ongoing discussions with members of the 
steering group about the need to include a diversity of women's voices, and in light of 
research that suggests the processes of settlement and integration are experienced on a 
continuum, it was decided that the inclusion criteria would be broadened to include all 
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immigrant and newcomer women of non-European descent residing in Kitchener-
Waterloo so long as they had been living in Canada for at least one year (Wells, 2007). 
The requirement of having resided in Canada for at least one year at the date of 
the interview was to ensure that participants would have had some exposure to healthcare 
and social services in Canada, as well as enough time to gain a sense of the local culture. 
It was decided that the study would focus on women who immigrated to Canada as adults 
(after the age of 18) as these women would likely have had no exposure to sexual health 
education in the Canadian school system. It is well accepted that individuals who 
immigrate to Canada during their primary and secondary school years have vastly 
different experiences from individuals who immigrate as adults (Migliardi & Stephens, 
2007). Finally, the focus on non-European women was decided upon based on recent 
trends in immigration and based on the under-representation of other ethno-cultural 
groups in the research. 
The issue of how to deal with the vast amount of ethno-cultural diversity in 
Kitchener-Waterloo was a major point of discussion with members of the steering group. 
Race and ethnicity - socially constructed categories as they are - have real implications 
for people's lives. However, a review of the literature on the use of race and ethnicity as 
organizing variables in studies and discussions with community partners pointed to a 
strong argument for not focusing the study on one or two ethnic groups. Not only have 
sexual health studies based on race or ethnicity perpetuated stereotyping and 
marginalization of minority communities, but studies focusing on just one specific ethno-
cultural group are of limited use to social service and healthcare providers in terms of 
guiding inclusive practices. As one longtime community worker put it, "we are not in the 
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business of providing Muslim services or Latin American services but in providing 
inclusive services for all individuals." Wells (2007) took a similar stance on the issue in 
her study that explored immigrant women's experiences accessing social services. Wells 
stated that "studying participants from only one country would not represent the 
experiences of a multicultural population" (p. 32). Thus, the present study sought to 
include immigrant women's voices from diverse racial, cultural and ethnic backgrounds. 
In research with immigrant communities, the issue of language barriers to 
inclusion arises. Discussions with members of the steering group resulted in a 
commitment to reduce or eliminate barriers to the inclusion of non-English speaking 
women in the research. It was decided that the importance of including these women's 
voices, voices that are commonly left out of mainstream research, outweighed the 
potential challenges and limitations involved in their participation. 
Initially it was decided that a distinction would be made between immigrant and 
refugee women based on the assumption that the experiences of these two groups would 
be vastly different. Research shows that recent immigrants, particularly from non-
European countries, tend to be healthier than their Canadian-born counterparts due to 
self-selection factors and Canada's immigration process that selects the 'best' candidates 
based on education, language ability and job skills (Hyman & Guruge, 2002). In contrast, 
individuals arriving in Canada as refugees are arriving not as a matter of choice but as a 
result of displacement by civil war or persecution. These individuals have often been 
witnesses to civil unrest and victims of rape and torture. Refugee women in particular 
often arrive with children and without their husbands or experience their husbands having 
to return to the country they arrived from (M. Malidzanoric, personal communication, 
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March 25, 2008). However, in my discussions with women over the course of the project 
whom had arrived in Canada by various pathways, it became clear that there were 
differences in migration circumstances and experiences within groups of immigrant and 
refugee women. Given the exploratory nature of the study, it was decided that the term 
immigrant would be used to describe any individual living in Canada who was born 
outside of the country. 
The knowledge about the circumstances and life experiences of women in the 
community held by community workers involved in recruiting participants to the study 
ensured that women would not experience trauma or discomfort as a result of their 
participation. Further, the requirement of having lived in Canada for at least one year 
ensured that recent refugees were not included in the sample. While it was decided that 
the distinction between immigrant and refugee women would not be made for this 
exploratory study, it was recognized that in-depth research in the future might focus on 
the specific sexual health education needs and health promotion strategies for groups 
sharing similar experiences. An example of such a group is the wave of Burmese 
refugees who recently arrived in Kitchener fleeing the violence and unrest in that area. 
Recruitment Purposive and snowball sampling were used to obtain a 
heterogeneous sample of women who represented diversity in demographic variables 
such as age, marital status, education, religion, and country of origin (Monette, Sullivan, 
& DeJong, 2005; Ulin et al., 2005). Heterogeneous samples are useful in qualitative 
investigations that seek common themes that emerge even in the presence of differences 
(Ulin et al., 2005). A similar qualitative study which explored themes in immigrant 
women's perceived health and health-related experiences used a heterogeneous sample of 
42 women who were diverse in their cultural backgrounds, ethnicities, class in country of 
origin, current social status in Canada, and degree of acculturation (Meadows et al., 
2001). 
Throughout the recruitment process, I worked closely with the community 
agencies and individuals involved in the research. Women were invited to participate 
through fliers (Appendix B) posted in the Kitchener-Waterloo community however the 
majority of the participants were recruited through word of mouth and through key 
contacts who were themselves members of Kitchener-Waterloo's immigrant 
communities. This method of recruitment proved extremely effective in connecting 
members of 'tight-knit' ethno-cultural communities with the study as well as in 
establishing trust with participants (Meadows et al., 2001; Wells, 2007). Interested 
individuals contacted me directly or through the assistance of a community worker or 
interpreter and were provided with a study information sheet (Appendix C). A brief 
demographic questionnaire (Appendix D) used by community workers and I assisted in 
the recruitment process to identify participants who would contribute to the heterogeneity 
of the sample. Women who agreed to participate in the study were given a consent form 
prior to their individual interview (Appendix E) or group interview (Appendix F). The 
participant was required to sign the form indicating their awareness of their rights and 
informed participation in the study. 
Initially, a small sample size of 10 to 15 women was decided upon for the study. 
Having a small sample is viewed as valuable for the in-depth exploration of a complex 
phenomenon from multiple perspectives (Durham, 2004). Further, small qualitative 
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studies allow for a deeper understanding of the issue and have the potential to contribute 
valuable knowledge to the community (Durham, 2004). 
As the study unfolded, recruitment continued through purposive and snowball 
sampling in order to facilitate the participation of women interested in the research, until 
the sample reflected the diversity in Kitchener-Waterloo's immigrant communities, and 
until theoretical saturation had been reached. The final sample size was 22 women. This 
process was characteristic of the interpretive phenomenological method where-in the 
sample is allowed to evolve over the interview and observation process as meanings and 
concerns emerge (Crist &Tanner, 2003). In this method, the sample size is considered 
adequate when interpretations are visible and clear and new informants reveal no new 
findings. Several qualitative studies designed to explore immigrant women's experiences 
related to health and sexuality and the meanings that women attribute to these 
experiences have used purposive and snowball sampling to recruit samples in the range 
of 10 to 50 women (Daniluk, 1993; Davila, 2005; Dawson & Gifford, 2001; Emami et al., 
2001; Maticka-Tyndale et al., 2007; Meadows et al., 2001; Shahidian, 1999). In 
comparison to these studies, the sample size of the present study can be considered 
relatively small. 
Sampling methods commonly used in qualitative research are sometimes 
criticized for producing small, non-representative samples that limit the generalizability 
of the research findings to a larger population (Ulin et al., 2005). However, 
generalizability is not generally the concern of qualitative approaches (Ulin et al., 2005). 
Indeed, this study did not seek to generalize to the entire population of Kitchener-
Waterloo but rather to promote awareness and understanding about the sexual health 
education experiences of this group of women from diverse ethno-cultural communities, 
and to open dialogue around recommendations for providing improved services for 
women belonging to these groups. 
Sample Description. The women in this study shared the common experience of 
immigrating to Canada as adults. Participants were 22 immigrant women from the 
Kitchener-Waterloo community representing 17 different countries of origin. Many of the 
women had lived in more than one country before their arrival in Canada. The regions 
represented in the study were: Eastern Africa, Northern Africa, Eastern Asia, Southeast 
Asia, Southern Asia, West Central Asia and the Middle-East, and South America. The 
majority of the women reported growing up in an urban environment. Only a few of the 
women had limited English or were non-English speaking. 
The women ranged in age from 23 to 67 (median = 40.5). Their age at arrival in 
Canada ranged from 19 to 52 years old (median = 31.5). Length of residency in Canada 
ranged from 1 to 22 years (median = 5). Over one-half of the women reported being 
married. Two women reported being divorced, four reported being separated, and two 
identified themselves as single. The majority of the women reported having one or more 
children. The religions represented in the study were Christianity, Roman Catholicism, 
Hinduism, and Islam. The majority of the women considered religion to be very 
important in their lives however two women reported not having a religious affiliation. 
Well over one-half of the women reported having some form of post-secondary 
education. The women reported being employed in business, industry, teaching and the 
social services. Two women reported being unemployed and one reported she was a stay 
at home mother. A few of the women identified themselves as students. 
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I found that the majority of women recruited to the study were married, had 
children, were fluent in English, and possessed a high level of education. It was 
considerably more difficult to find women to participate who were single, who were non-
English speaking or who had a range in educational backgrounds. The final sample could 
reflect a number of different factors. Since I did not ask or record women's way of arrival 
or status in Canada, it could be that the sample was reflective of the way that most adult 
immigrant women enter Canada - as economic or family class immigrants - meaning that 
immigrant women predominately enter the country with their spouse or families (Hyman 
& Guruge, 2002; Statistics Canada, 2006). Further, it could be that issues of sexuality are 
less acceptable for single women from diverse cultures to discuss. The lack of non-
English speaking women could reflect the isolation within their communities that these 
women often experience (Wells, 2007). Additionally, women with higher levels of 
education and women who are married might feel more comfortable talking about issues 
of sexuality and thus be more willing to participate in a study on these issues. 
Data Collection 
Nineteen audio-recorded, semi-structured individual interviews and one group 
interview ranging in length from thirty to ninety minutes were conducted using 
interpretive phenomenological and feminist techniques. A semi-structured interview in 
qualitative research is an interactive and dynamic process in which the participant takes 
on an active role in directing the flow of the conversation (Ulin et al., 2005). Maticka-
Tyndale et al. (2007) used this technique in a similar study about the sexual health needs 
of Iranian immigrants, suggesting that it is an effective way for the participant and 
interviewer to guide the conversation through potentially sensitive issues while still 
covering the interview topics. Further, this technique is conducive to feminist and 
interpretive phenomenological methods. 
The majority of the interviews were conducted in English however three women 
participated in the interviews with the assistance of an interpreter. Researchers have 
noted that discussing issues related to sexual health in a second language can sometimes 
diffuse the emotional arousal that might result from saying taboo words in the 
participant's first language (Espin, 1995). Language then, can act as a vehicle to discuss 
previously prohibited topics. Interviews were conducted in convenient locations such as 
spaces provided by community partners and in participants' homes. 
The individual interview schedule (Appendix G) and group interview schedule 
(Appendix H), were developed through a collaborative process involving members of the 
steering group to make it relevant for diverse immigrant women (Meadows et al., 2001). 
Two pilot interviews were conducted with immigrant women who were also members of 
the informal steering group. Minor changes were made in the wording and approach to a 
few of the questions following the women's suggestions. We also talked about the need 
for flexibility in the flow of the interviews. As the study unfolded, it became clear that the 
interview schedule should be used as a guide to cover the various areas of interest 
outlined within it however the exploratory nature of the study was more suited to a 
conversational style rather than a question-and-answer interview format. Wells (2007) 
noted that a conversational approach is important when doing research with immigrant 
women so as not to replicate the distant intake process that many newcomers experience 
in healthcare and social service settings. 
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According to feminist research methods and interviewing techniques, I took an 
active role in the interviews in the co-creation of meaning and understanding (Daniluk, 
1998). I began each interview by presenting women with a poster (Appendix I) 
containing pictures and words related to sexuality and sexual health according to their 
definitions as outlined in the 2003 Canadian Guidelines of Sexual Health. I asked each 
woman to describe which of the words and pictures that she felt were relevant to her 
understanding of sexuality and sexual health and to add areas that she felt were missing 
from the poster. One woman suggested that the legal rights of women in Canada related 
to sexuality were important to women's sexual health and that this issue was not 
represented. Additionally, I engaged the women in discussion about the meanings of the 
words and pictures that were presented to them. This technique, consistent with feminist 
and interpretive phenomenological methods, allowed for the co-creation of meanings and 
understandings that were unique to each interview situation. 
Following a discussion about the meaning of sexuality and sexual health, I related 
a short story about how I learned about these issues growing up and talked about some of 
the messages I received from my parents and teachers about sexuality issues. The same 
general story was shared with each participant. Daniluk (1993) suggests that in feminist 
research, it is through the telling of one's story and discussion with others that words and 
insights develop. I then asked the participant to tell a story about how she had learned 
about issues of sexuality as a girl. The use of the poster and the sharing of stories were 
powerful techniques in reducing women's reservations and anxieties about discussing 
issues of sexuality and sexual health in their lives. Further, these techniques allowed for 
the building of trust and a sense of mutual sharing and understanding. In the telling of 
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stories, humour and laughter played an integral role in creating and maintaining an 
atmosphere of comfort and trust in which conversations about deeply personal 
experiences could take place. 
Data Analysis and Verification 
Interview transcripts were transcribed verbatim and entered into QSR NVIVO 8 
software, a data analysis and management tool. A data analysis assistant checked the first 
few interviews against the original audio files to assess accuracy and transcription style. 
An inductive thematic analysis of the data was conducted using interpretive 
phenomenological techniques and a postmodern feminist orienting framework (Braun & 
Clarke, 2006; Lopez & Willis, 2004). Transcripts were coded in QSR NVIVO 8 for 
themes and subthemes related to women's sexual health education experiences and needs. 
Themes were identified inductively meaning that I did not attempt to fit the data into a 
pre-existing coding framework (Braun & Clarke, 2006). This form of thematic analysis 
results in themes that are "data driven" (Braun & Clark 2006). True to interpretive 
phenomenological and feminist methods, quotes in the study findings section are 
presented in a manner that attempted to reflect the language and linguistic differences of 
each participant (Wells, 2007). 
In interpretive phenomenology, data analysis is an iterative and continuous 
process that begins and occurs simultaneously with the interviewing and observation 
phases (Crist & Tanner, 2003; Mackey, 2005). Finding significant numbers is not the aim 
of the interpretive phenomenological method, but rather to interpret themes from the 
narratives indicative of common human experiences (Coyle, 2006). In this method, no 
one true meaning is produced however the interpretation must be logical and plausible 
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within the study framework as well as reflect the realities of the study participants (Lopez 
& Willis, 2004). Further, the call from interpretive phenomenological studies in the 
healthcare literature suggest that the researcher must go further and interpret the 
meanings for practice, education, research, and policy (Lopez & Willis, 2004). 
This study drew on the interpretive phenomenological process as set out by Crist 
and Tanner (2003). Consistent with this method, the stripped transcripts of the first few 
interviews were discussed with members of the steering group and with a data analysis 
assistant. These discussions involved an assessment of my interview and observation 
techniques as well as an exploration of initial themes and interpretations. This process led 
to new lines of inquiry, directed future sampling and produced a shift in the initial 
research questions. 
In the interpretive phenomenological method, research questions evolve during 
the interview and observation process (Crist & Tanner, 2003). Initially, the study 
questions focused on immigrant women's sexual health experiences and needs related to 
accessing sexual health information and services in the Canadian context. The aim of 
these questions was to shed light on immigrant women's experiences learning about 
sexual health and accessing sexual health services in Canada as well as to produce 
recommendations for Canadian services providers about how to provide better sexual 
health education services to newcomer women. However, after the first few interviews 
were conducted, it became clear that women's experiences learning about sexuality and 
sexual health as well as their experiences interacting with healthcare professionals did not 
break down easily into "pre-immigration" and "post-immigration" time periods. Rather, 
women's narratives about their experiences with these things and the meanings that they 
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attributed to them were interwoven with their experiences over a lifetime. Following this 
realization, the research questions were modified to focus on women's experiences 
learning about sexuality and sexual health over their lifetimes and to view these 
experiences and meanings as the basis for which women offered suggestions and 
strategies for providing new Canadian women with sexual health education and services. 
Following interpretive phenomenological techniques, the continuous process of 
interpretation involved reading each transcript several times and moving back and forth, 
exploring themes within individual transcripts and between the participants' experiences 
as a whole (Crist & Tanner, 2003). This process was facilitated throughout the study by 
keeping a detailed field journal that contained: detailed process notes and reflections; 
summaries of each interview that reflected central themes and concerns as well as 
reflections, feelings and nuances that emerged in the interview; and ongoing analysis 
notes related to the themes emerging from the interviews as a whole (Crist & Tanner, 
2003). These field notes were integral in the data analysis process, adding an increased 
level of detail and understanding to the interview transcripts and contributing to the 
credibility of the study findings (Davila, 2005). Further, a data analysis assistant was 
involved in the initial coding and identification of themes through a process of 
brainstorming, debate and discussion which Crist and Tanner (2003) suggest adds depth 
and insight to the interpretation. 
Following the individual interview, participants were invited to attend a follow-up 
focus group. Focus groups consist of approximately 8 to 12 individuals who meet with a 
facilitator to discuss a topic (Wagstaff, Abramson, & Pinkerton, 2000). This technique 
can be highly effective in studies involving topics that stimulate people to share their own 
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ideas and debate other's views (Ulin et al., 2005). Focus groups can also be used to 
perform member checks, a way to promote the credibility or degree of confidence in the 
study findings (Ulin et al., 2005). Thirteen of the women in this study expressed interest 
in attending the follow-up focus group however the final group consisted of seven 
participants. The lower than anticipated participation was due to last minute scheduling 
conflicts and poor weather conditions. Despite the small number of participants, the focus 
group proved useful in helping to verify the findings and interpretations of the study as 
well as to further explore recommendations related to providing sexual health education 
and services to newcomer women. Appendix J outlines the focus group schedule. 
In addition to credibility of the findings established through member checking and 
the research techniques described above, trustworthiness of the data was also established 
through transferability and confirmability (Ulin et al., 2005; Warren & Karner, 2005). 
Transferability of the findings was promoted through purposive sampling (Ulin et al., 
2005). Confirmability was promoted through keeping an audit trail that included raw 
data, verbatim transcriptions, process notes as well as data reconstruction and synthesis 
products (Davila, 2005). In participatory research, credibility and reliability of the 
findings are assessed based on the ability of the research to mobilize local stakeholders to 
act based on the study results (Greenwood & Levin, 2005). 
Ethical Issues 
Research with minority communities on what are perceived as highly sensitive 
topics such as sexuality requires that rigorous measures be used to ensure the 
confidentiality of the participants (Wells, 2007). Since the issue of sexuality can invoke 
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cultural taboos, participants might be concerned that their responses might be heard by 
members of their family or ethnic community (Elam & Fenton, 2003). The fact that I was 
not a member of these women's ethnic or cultural groups could have helped to assure the 
women that their confidentiality would be maintained (Elam & Fenton, 2003). Further, 
the assistance of trusted community workers in explaining the study to potential 
participants helped to ensure that the identities of the women were kept confidential. 
Despite the high level of professionalism of the community workers involved in the 
research, study participants were informed about the potential limitations on 
confidentiality when disclosing information in the presence of an interpreter or 
community worker. Similarly, the limitations on confidentiality in the focus group setting 
were made explicit. All members of the steering group and other third parties were 
required to sign confidentiality statements (Appendix K). 
The use of interpreters brought up ethical concerns around confidentiality and 
informed consent (Ulin et al., 2005). The use of trusted professionals who were trained in 
interpretation or the use of an individual whom the woman chose as an interpreter helped 
to alleviate these concerns. Interviews were conducted only when I was satisfied that 
every woman who participated in the study, English speaking or not, understood the 
purpose and nature of the study as well as their rights. Informed consent was indicated by 
written agreement. Further, each participant was given a copy of the consent forms which 
contained the phone numbers of my advisor and of the REB should the participant have 
questions or concerns. 
Participants were also made aware that some members of the steering group might 
be viewing their transcript to assist in the analysis and interpretation of results. 
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Transcripts that were viewed by the steering group were stripped of all identifying 
information to help protect the confidentiality of participants. The data analysis assistant, 
who was the only person other than myself to listen to the audio-tapes, was a PhD student 
from the University of Guelph who had no connection to the participants in the study. As 
a further measure, all transcripts, audio-tapes and data products were kept in a locked 
cabinet at the Kitchener-Waterloo Multicultural Centre and I was the only person with 
access to them. 
As an additional measure of confidentiality, participants were asked to choose an 
ethno-culturally appropriate code name to be identified by. Further, participants were 
able to choose whether or not they wished their quotes to be used in the final presentation 
of the findings. None of the participants declined. Participants' quotes are presented in 
the absence of information that would make them readily identifiable in the community. 
Sexuality is a highly charged and sensitive issue for many people (Daniluk, 1993). 
There were ethical concerns that discussing issues of sexuality might raise emotions or 
past trauma that the participant was not prepared for. Participants were made aware at the 
beginning of the interview that they could decline to answer a question or terminate their 
participation in the study without penalty at any time. They were also reminded of this 
option if I felt that they seemed uncomfortable. None of the participants discontinued 
their interview. The nature of the semi-structured interview as well as feminist 
interviewing techniques helped to prevent negative consequences of participation from 
occurring. While none of the women in the study appeared to experience negative 
emotions or reactions to the interview experience, I offered participants a list of 
community resources and supports at the end of the interview should any concerns arise. 
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Individuals and communities, particularly of minority status, asked to participate 
in sexuality or sexual health research are likely to question a researcher's motives and 
behaviour (Wagstaff et al., 2000). The Tuskegee syphilis study in which some southern 
African American men were deliberately left untreated is an infamous example of 
scientific misconduct and deception that left a legacy of mistrust and suspicion. Thus, it 
was vitally important in the present study that the purpose and nature of the study, my 
interest in the topic as a researcher, as well as the risks and benefits of participation were 
clearly communicated to participants. The participatory design and feminist framework 
of the study helped to ensure that the research participants were not exploited or deceived 
(Meyer et al., 2003). 
As a token of appreciation for their participation in the study, women were 
offered a gift of $20 for participation in an individual or group interview and $20 for 
participation in the follow-up focus group. The women were offered the compensation 
upon arrival at the interview and focus group, regardless of whether or not all questions 
were answered. The women were informed that their participation was completely 
voluntary and that they could choose to not answer a question or withdraw themselves 
from the study at any time even following the time of data collection without penalty. 
Given the mistrust that has developed between minority communities and 
researchers, it was important that the study strive to produce action and positive change 
for the population of interest (Wagstaff et al., 2000). Indeed, many of the women inquired 
about what would be done to improve newcomer women's access to sexual health 
information and services. The value-driven nature of the participatory process helped to 
ensure that the research accomplished action and change. However, I explained to the 
participants that there were limitations on the change process and presented a realistic 
account of what action steps could be taken such as the dissemination of a community 
report. 
Finally, there were ethical concerns that asking immigrant women to talk about 
intimate details of their lives could add to the oppression that many of these women 
experience in mainstream culture through an intrusion on their privacy and the potential 
that a study about sexual health would impose Western ideals on women of different 
cultural backgrounds. The community-based participatory process and the integral 
involvement of members from the population of interest helped to ensure that the 
research design and process was inclusive and responsive to women from diverse 
backgrounds. Further, the use of broad and flexible definitions of the terms sexual health 
and sexuality helped to avoid the imposition of Western ideals. Further still, the 
overwhelming interest in the study assured me that the topic was relevant and timely for 
this group. 
Assumptions 
This study made the following assumptions: 
1. Immigrant women are a group for which experience is heterogeneous 
and subject to change over time. 
2. My relationship with the participant produced only one of many 
possible versions of responses to the research questions. 
3. Meaning and understanding are co-created by the researcher and the 
participant and therefore, a different researcher would produce a 
different interpretation than the one presented here. 
4. Each of the research participants honestly and genuinely represented 
herself, her life, and her beliefs in the interview situation. 
Limitations 
Volunteer bias is a widely recognized limitation of sexuality research (Strassberg 
& Lowe, 1995). This refers to the phenomenon that individuals who participate in 
sexuality research are self-selecting. These individuals likely hold more liberal views on 
sexuality and are more open to discussing these issues. Volunteer bias should be 
considered when interpreting the study's findings. However, volunteer bias could have 
provided some benefit in that it was likely to exclude women who would experience 
trauma or negative consequences as a result of their participation in the study. 
The use of interpreters in the study presented issues around the accurate and 
faithful transmission of information and meaning. It is a possibility that women who used 
an interpreter felt less comfortable about fully disclosing intimate details of their 
experiences. It is also a possibility that interpreter did not feel comfortable with the issues 
and failed to faithfully transmit information. The use of professional interpreters or 
trusted individuals helped to alleviate these concerns. Additionally, the challenges and 
limitations of using interpreters were deemed to be overridden by the value of including 
the voices of non-English speaking women. 
Another situation that emerged related to language barriers, was that some women 
who were not completely fluent in English wished to participate in the interview without 
the use of an interpreter. After the study objectives as well as the consent procedures 
were explained to these women in their own language such that informed consent was 
assured, I included these women in the study. While the language barrier certainly did 
present a challenge, I found that our conversations were still incredibly rich in meaning 
and understanding. Body language, facial expressions and gestures became very 
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important in these situations. While the potential for miscommunication and 
misunderstanding was greatly increased, I felt the benefits and value of including these 
women's narratives in the study far outweighed the challenges and limitations. Further, I 
felt this decision was consistent with feminist research in that it sought to include 
marginalized voices as well as emphasized the co-creation of meanings and 
understandings. The limitations imposed by the language barrier were taken carefully into 
consideration in the use of these women's narratives in the interpretations and findings of 
the study. 
A further limitation of the study was that it excluded or did not include 
individuals representing certain demographic categories. For reasons previously 
discussed, this study focused on immigrant women and thus excluded men from 
participation. Many members of the community steering group as well as the study 
participants themselves indicated that educating men about sexual health was important 
not only to their sexual health but to women's sexual health as well. While this study 
focused on women, it was acknowledged that future research should attend to the 
experiences and needs of men related to these issues. 
Further, this study did not consider women's sexual orientation as a central 
category and did not ask women about their sexual orientation. Thus, women of different 
sexual orientations were neither excluded nor specifically included in the study. 
However, the narratives of the women in this study suggested that the majority identified 
as primarily heterosexual and were engaged in heterosexual relationships. Women in the 
focus group agreed that issues of sexual orientation in the study were not necessarily 
relevant to the study goal of providing recommendations to service providers however 
other research has highlighted the unique experiences of immigrant women who do not 
identify as heterosexual, particularly in light of their experience of migration from 
countries of origin where lesbian, bisexual and transgendered individuals are persecuted 
(Espin, 1999). Thus, future research about sexual health education and immigrant women 
should consider the experiences of lesbian, bisexual and transgendered women. 
Finally, the experiences of women with disabilities were neither specifically 
included nor excluded in the study. However, women with disabilities were, to my 
knowledge, absent from the study's sample. Future research about sexual health 
education for adult women should seek to include this demographic. 
Strengths 
This study is one of the first to explore Canadian immigrant women's experiences 
and needs related to sexual health education. As such, it has the potential to raise 
awareness about the meaning and importance of sexuality and sexual health issues in the 
lives of immigrant women and to stimulate action in the realms of practice, education, 
policy and research. The study has the potential to contribute valuable knowledge about 
the ways that adult women learn about issues of sexuality and sexual health that could 
have implications for both community workers and health promotion strategies. As an 
exploratory study, this research opens up a multitude of possibilities for future lines of 
inquiry that will increase knowledge about providing effective sexual health information 
and services to newcomers in Canada. The success of the study design and participatory 
framework positions this study as a potential model for future research projects that seek 
to explore questions of sexuality and sexual health in multi-cultural populations. 
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Summary 
This study sought to qualitatively explore the experiences of a group of adult 
immigrant women from Kitchener-Waterloo related to learning about sexuality across 
their lifetimes. Further, the study sought to explore the informal supports and formal 
services related to sexual health education that can assist immigrant and newcomer 
women in experiencing sexual health in a manner that is consistent with their values and 
beliefs. Paradigmatic, theoretical and methodological triangulation are used to provide a 
richer and more credible account of women's lived experiences related to these issues. 
Audio-recorded, semi-structured individual and group interviews were conducted, 
entered into data analysis software, and transcribed verbatim. Data analysis took the form 
of an inductive thematic analysis using interpretive phenomenological techniques and a 
feminist orienting framework. 
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CHAPTER FOUR 
FINDINGS 
The findings of this chapter are organized into two parts. Part A focuses on 
women's experiences learning about sexuality and sexual health across their lifetimes. 
This section is organized into four major themes: (a) sources of formal and informal 
sexual health education, (b) messages about gender and sexuality and their influences on 
women's lives (c) the experience of migration, and (d) interactions with healthcare 
providers. Part B explores themes related to improving access to sexual health 
information and services for immigrant women. This section is also organized into four 
major themes: (a) barriers and facilitators to accessing sexual health information and 
services; (b) strategies for learning about sexuality and sexual health; (c) issues of interest 
or concern; and (d) outreach strategies, suggested supports and services related to 
sexuality and sexual health for immigrant women. The overall structure of this chapter is 
illustrated in Table 1. 
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Table 1. 
Organization of the Study's Findings into Themes and Subthemes 
Theme Subthemes Subtopics 
Part A. Sources of Sexual Health 
\ Education 
B. Messages about Gender and 
Sexuality and their 
Influences in Women's 
Lives 
Formal Sources 
Informal Sources 
Danger and Moral 
Responsibility 
Absence of a Desire and 
Pleasure Discourse 
The Culture of Silence 
Surrounding Sexuality 
Gender Roles 
School 
Healthcare 
Faith Groups 
Media 
Women's Kin and Friendship 
Networks 
Life Experience 
Consequences of 
Transgressing the Bounds 
of Acceptable Behaviour 
Positioning Within or Beyond 
the Macronarrative 
Influences of Messages about 
Sexuality 
Shifts in Cultural 
Macronarratives and 
Discourses 
Influences of Messages on 
Knowledge and Experience: 
The Creation of Mysterious 
Bodies 
Influences of Messages on 
Meaning Making 
Influences of Messages on 
Behaviour 
C. The Experience of 
Migration 
The Notion of Openness in 
Canadian Society 
Separation and Divorce 
Limited Impact of the 
Migration Experience on 
Personal Beliefs and 
Behaviours 
New Information about Sexual 
Health 
Perceptions of Increased 
Openness 
Benefits of Increased 
Openness 
Challenges of Increased 
Openness 
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Part 
B 
D. Interactions with Healthcare 
Providers 
A. Barriers and Facilitators to 
Accessing Sexual Health 
Information and Services 
Positive Experiences 
Neutral Experiences 
Negative Experiences 
Barriers 
Facilitators 
B. Strategies for Learning 
about Sexuality and Sexual 
Health 
C. Areas of Interest or Concern 
Active Strategies 
Passive Strategies 
Topics of Interest 
Influence of Current Life 
Context 
The Need for Information 
Language 
Difficulty Accessing 
Healthcare and Services 
Social Isolation 
Not Knowing Where to Go or 
Ask 
Culture of Silence 
Focus on Others 
Shyness or Embarrassment 
Cultural and Religious Factors 
Access to Informal Sources of 
Information 
Multiple Points of Access in 
the Community 
Choice and Flexibility in 
Healthcare 
Empowerment through 
Openness and 
Communication 
Privacy 
Social Networks 
D. Outreach Strategies, 
Suggested Supports and 
Services 
Outreach Strategies Multiple forms of Information 
The Value of Settlement and 
Community Workers 
Places of Worship 
The Role of Government 
Suggested Supports and 
Services 
Peer Support Groups and 
Networks 
Using Existing Resources and 
Networks 
Collaboration and Resource 
Sharing 
Making Information 
Accessible 
Challenges Time, Money, and Resources 
Language 
Social Isolation 
Shyness, Embarrassment, and 
Cultural Taboos 
PART A: WOMEN'S EXPERIENCES LEARNING ABOUT SEXUALITY AND 
SEXUAL HEALTH ACROSS THE LIFETIME 
In exploring immigrant women's experiences and needs related to sexual health 
education, I begin by looking at women's narratives about how they have learned about 
and ascribed meaning to issues of sexuality throughout their lives. This section is grouped 
into four themes: (a) sources of formal and informal sexual health education, (b) 
messages about gender and sexuality and their influences on women's lives (c) 
interactions with healthcare providers, and (d) the experience of migration. 
A. Sources of Sexual Health Education 
The women in this study described a wide range of both formal and informal sources 
of sexual health education that contributed to their knowledge and understanding about 
issues of sexuality and sexual health throughout their lifetimes. The women also 
discussed their perceptions of the usefulness, benefits, and drawbacks of these sources. 
Formal Sources 
School. Some of the women in this study, such as Datsun, did not remember 
receiving any formal sexual health education in school. However, for many of the 
women, the majority of their formal sexual health education took place in school during 
their adolescent years. Most of the women recalled that this education was primarily 
focused on the biology of reproduction. These women discussed how the information that 
they received about sexuality and sexual health in school was often "shallow" and 
lacking in detail. Bahra's experience in school learning about sexuality was characteristic 
of many of the other women's experiences in this study. 
/ learned first about sexual development, physical development of men and 
women. I learned it in school. . . in my science classes. But it was more of, like, 
development of the breasts, vagina and this and that. Then the fetus will be 
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developed from the egg and sperm. But I never learned how the egg meets the 
sperm (we both laugh). So I wasn 't. . . like I didn 't really know how. . . for 
example, the first time I knew that actually penis gets hard when man is aroused. 
. .(I suggest the word erection) . . . erection yeah . . .when I was twenty years old, 
then I learned that. 
Samar recalled feeling that her learning needs were not met by the sexual health 
education offered in school. She said: 
We start to talk about the body and the function of the organs, included the sexual 
organs for men and women. But it wasn't deep. It didn't meet my needs about 
biological. . . there is nothing about emotional or mental or social, what will 
affect. . . all this will affect our change about having sex. But nobody was there to 
talk about those issues. This is like, very closed. 
Healthcare. For many women in this study, medical doctors and healthcare 
providers were cited as the primary source of formal sexual health information and 
education in the years beyond adolescence. Several of the women, including Sadia, 
Xiaoxun, and Lucy described receiving information about things such as contraception, 
pregnancy and childbirth, STI's, and reproductive health from doctors, nurses and other 
healthcare staff. Many of the women noted that if they had questions about sexual health, 
they would seek out a doctor's advice. 
Faith Groups. Several of the women talked about faith groups and groups through 
their church that provided a forum for discussion about issues of sex and sexuality. For 
some women, such as Maria and Sadia, religious teachings about sexuality provided 
guidance and a way of attributing meaning to sexuality. Maria and other women such as 
Bahra and Lucy also participated in organized groups through their church that helped 
couples navigate issues of sex and sexuality in their marriages. One woman said, "In our 
place of worship, we have a group of women and we get together once a week. 
Sometimes we talk about the relationship between husband and wife and how beautiful it 
69 
can be, things like that." Another woman said, "One issue that the church has realized 
now is that there is a need to have a "hot" session [talking about sexual issues in the 
marriage] and they get couples that aren't shy about it." 
Informal sources 
Media 
Throughout their adolescent years into their adult lives, women described a 
combination of informal media resources that contributed to their learning about sex, 
sexuality, and sexual health that often far surpassed the reach of formal sexual health 
education. Most of the women mentioned books as an integral part of their learning. 
Several women cited accessing the Internet for information. Several of the women 
discussed learning about sexuality from television programs or movies. A few of the 
women talked about the role of pornography in their learning about sexual issues. All of 
the women in the study described making use of more than one informal avenue at 
various points in their lives. Nadia commented, "Sometimes from the movies you watch, 
love story or whatever, you kind of get that feeling. You feel it and talk to your girlfriend. 
Those things I could talk to my girlfriends but the details you just learn as you go, from 
reading books and your own way." Datsun noted that, "I think now it's so easy with the 
Internet. I watch a lot of shows, like talk shows. Sometimes I just pick up a book and read 
about it." Women noted that the value of these informal media sources of information lay 
in their ability to provide privacy as well as insights into other women's experiences. 
Women's Kin and Friendship Networks 
Women's kin and friendship networks were a critical source of information and 
understanding about issues of sexuality throughout their lives. This theme appeared in the 
narrative of every woman who participated in this study. In the early years, mothers, 
sisters, sisters-in-law, older female cousins and relatives as well as female friends were 
vital to the ability of women to access information about menstruation and the changes 
that happen to a girl's body during puberty. In later life, women's kin and friendship 
networks were important in the sharing of information about sex, pregnancy, 
reproductive health, relationships and motherhood. 
Normalizing and Shared Female Experience. Discussions with other women 
about issues of sexuality were characterized by normalizing of different life events 
related to sexual health and a sense of shared female experience. Often, women in this 
study reported female peers being involved in sharing advice and sympathizing about 
menstruation, intercourse, pregnancy, childbirth and menopause. The women in this 
study described the way that talking to other women within their kin and friendship 
networks about sexuality and sexual health served to normalize feelings and events 
related to these issues. When menstruating for the first time, many of the women such as 
Xiaoxun and Meena reported being told by their mothers that this experience was 
'normal'. Similarly, Rani remembered her sister-in-law teaching her about puberty and 
telling her what to expect. 
A few of the women talked about how other female relatives were involved in 
preparing them for their first experience with intercourse. Lemlem remembered that her 
aunt told her, "You go in husband home, you don't be shy, don't be afraid. It's ok, no 
problem. This is natural." Women also drew on female friends for information about 
pregnancy and child birth. Rani recalled talking to an older female colleague and getting 
advice about the changes she was going through during pregnancy. Sadia described how 
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she passed along the information she had learned during her own experiences with 
pregnancy to her younger sisters: 
And then I told my sisters who were married after me, I really encouraged them to 
read and I told them everything I knew like how you deal with, especially the 
delivery and doing the pregnancy changes. But I only read one book and then I 
read a few things on the internet later. So I don't have a lot of information but 
SOME information and I could encourage them. 
Issues related to desire and pleasure are also discussed amongst female friends 
friends and relatives. One woman described how she talks with women, particularly 
married women, about sexual pleasure, sexual practices and how she feels with her 
husband. Apple described discussing aspects of sexual practices with her friends. Ruby 
talked with her sister about what orgasm felt like. Another woman got advice from her 
sister about masturbation. 
Menopause was another life event that women described talking to other women 
about. When I asked where she got information about menopause, Xiaoxun indicated 
that, "I talk about this with friends of my age." Datsun described the importance of 
having friends to share her experience of menopause with: 
With people around me, I can tell them about it. And whether we can get support 
from our friends, I think it's important to have friends and just talk about it. And 
so maybe you can have the extreme behaviour but be able to share it with 
someone and the person might be able to give you some feedback and say hey, 
you know, it's going to be like that for a while. 
Dangers of Misinformation. Women talked about the issue of misinformation 
when information about sexuality and sexual health was passed between friends. Samar 
recounted her experience talking to friends during her youth: 
I preferred to talk with my girlfriends. And they have like, now I laugh when . . . I 
want to laugh about the conversations we had about sex because all the 
conversations that they had with me, was from their imagination, not facts and 
none of them had experience. All from their imagination and the T. V. [They told] 
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stories about. . . they heard about it. . . about people who had the sex. There is 
one funny story (laughs), I still remember this one. Two people, they had sex 
before they got married and they can't. . . how do you say. . . they got stuck and 
they don't separate. And this is for me. . . don't have sex before you get married 
because you might be stuck with the man (laughs). Yes and she [her friend] swears 
that she knows them (laughs) and eventually they sent them to the hospital to have 
a surgery and also to separate them. And I BELIEVED (participant emphasis) it. 
When I asked Samar how the story made her feel she laughed and said, 
"I was really sad because I want to have the sex. But I don't want to stuck together 
(laughs). It was like, scary." Another woman remembered talking to her girlfriends about 
how to engage in sexual activity before marriage while still maintaining her virginity. Her 
friends explained that by rubbing her vagina against a man's penis without penetration, 
she could avoid getting pregnant. Reflecting on the experience, she said, "I thought in 
this way I am safe, but it's not true." 
Life Experience 
Women talked about life experience as being an important source of information 
about their sexuality and sexual health. Life experience was also a source from which 
women drew a sense of power and control over their bodies and sexual lives. Particularly 
in their experiences learning about sexual desire and pleasure, women cited experiencing 
desire and pleasure as a way that they became aware of their body's capacity for these 
things. Several of the women made comments such as: "I felt" or "You will know it when 
you experience it." Maria said, "I think [you learn] just by the natural reaction of the 
body." About issues of marriage, sex and pregnancy, women made comments such as, 
"life teaches too." Paty mentioned that once she learned more about sex, "I am feeling 
more comfortable." Nadia commented that, "Most of the stuff [about sexual health] I 
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think I know about i t . . . I have been a mother." Another woman said of her current 
pregnancy, "I feel fine because I have experience. This one is very easy." 
The notion of women deriving a sense of power and control over their bodies 
through experience and maturity was expanded upon in the follow-up focus group. The 
women discussed how maturity and confidence grow as a woman ages and gains life 
experience that that these things allow her to assert herself and to make her needs known. 
We talked extensively about women's individual power and how this power is linked 
with knowledge and understanding that a woman gains of her body as she goes through 
her life. The women in the group agreed that for a woman, withholding sex can be power 
but asking for sex can be power too. The women discussed how early on in a woman's 
life, it can be difficult for her to ask for sex or to ask for what she enjoys. The women 
suggested that this ability is developed as a woman comes to be more comfortable in her 
own body. 
B. Messages about Gender and Sexuality and their Influences in Women's Lives 
The women in this study told narratives that reflected the many messages about 
gender and sexuality that they received throughout their lifetimes. These messages often 
revealed macronarratives and discourses related to cultural systems of gender and 
sexuality that were passed down and upheld through family members, peers, educational 
institutions, faith communities, healthcare services, and various forms of media. Women 
described a range of experiences related to the social, cultural, religious and familial 
environments in which they grew up. Some women came from cultural backgrounds 
containing rigid rules about women's sexuality that were inscribed in law, religion, and 
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social mores. Other women came from cultural or familial backgrounds that were more 
open and permissive about sexuality. 
Danger and Moral Responsibility 
Regardless of cultural background, social or religious environment, many of the 
cultural macronarratives and local discourses about sexuality that were reflected in the 
women's narratives conveyed messages that contained warnings about the dangers of 
women's sexuality as well as prescriptions for maintaining moral responsibility. Dangers 
included unplanned pregnancy, sexually transmitted infections (STI's), sexual assault, 
and falling victim to a man's sexual advances. Several women mentioned being told that 
men would try to use them for sex. Ruby remembered that she was told to "be aware of 
men.. . that they are not good... some boys love girls only for sex so you should be 
aware." 
Messages about moral responsibility often emphasized the value of a woman's 
virginity and the importance of her remaining pure to maintain her own honour and the 
honour of her family. These messages were often passed down from mother to daughter, 
and frequently reinforced hegemonic discourses about women's sexuality. Angela 
recalled the conversation that she had with her mother shortly after having her first 
menstrual period. Despite the view that this step toward womanhood was something to be 
celebrated, she remembers her mother warning her that she was on the "verge of 
womanhood" and could now become pregnant. Angela's mother suggested that this new 
status as a woman was "all the more reason to be careful (participant emphasis)." 
Similarly, Meena was warned by her auntie that she "had become a big girl now" and that 
she "must be really careful not to talk to boys and not to look at them playing in the 
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street." Balicja was warned that you don't have sex before marriage and if you get 
pregnant, "the men don't want to take care of you." 
Absence of a Desire and Pleasure Discourse 
As adolescents and young women, the messages that women in this study 
received from parents and educators were devoid of elements of female desire, pleasure 
or sexual agency. Lucy and many of the other women in this study recalled that issues of 
desire and pleasure were simply not talked about. "I didn't learn anything about sexual 
expression or practices at home. It was never talked about. It was almost taboo." 
Interestingly, several women identified religious and faith-based groups as a source of 
discourse about desire and pleasure. These discourses located desire and pleasure within 
the context of marriage and consequently, women in this study tended to have access to 
them only when they reached this stage of their life. 
The Culture of Silence Surrounding Sexuality 
The stories that women told about their experiences learning about sexuality and 
sexual health issues throughout their lifetimes reflected culturally and socially embedded 
silences and taboos around these issues in women's lives. In response to my question 
about how they learned about sexual health growing up as a girl, many women said that, 
"It was not talked about." Nearly one-half of the women used the phrase, "It was not 
discussed in detail" in some shape or form to describe their early learning experiences 
with parents and educators related to sexuality and sexual health. Over one-half of the 
women used the terms uncomfortable and awkward to describe discussions of sexuality. 
For several of the women including Angela, Datsun, Sadia, Meena, and Xiaoxun, these 
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silences were perpetuated and enforced by government censorship of sexual or romantic 
content in various forms of media within the country that they grew up in. 
For many women the silences around issues of sexuality were nearly complete, 
making discussion about these issues taboo even amongst other female friends and family 
members. Many women mentioned that their mothers and other female relatives were 
uncomfortable discussing sexuality with them. Of her mother, Nadia said, "She wasn't a 
tight person or anything but I think the culture maybe. But I never talked to her and she 
never talked to me too. She never told me anything about it and that's it." Maria noted 
that her older sisters would "NEVER, EVER (participant emphasis)" speak to her about 
issues of sexuality. 
Despite the silences and uncertainties surrounding their sexuality, curiousity and a 
desire for information were also common patterns in these women's experiences. Nearly 
half of the women directly described themselves as being curious about issues of sex and 
sexuality at various points in their lives. As a teenager, Linda was curious about sexuality 
issues and sought out books on the subject. One single young woman, described her 
curiousity. She said, "I will also talk with my girlfriends because actually, I have no 
sexual experience. But my friends, they have. So they will tell me something about that." 
When I asked this woman if she asked her friends questions, she laughed and responded, 
"YEAH! (participant emphasis) I will ask. So I will learn something from them but not a 
lot because I cannot ask more deeply, just basic things." At the same time that this young 
woman expressed an interest in learning, she also expressed shyness and reservations 
about asking about too much detail. Meena's description of her experience learning about 
sexuality growing up summarizes the notion of a culture of silence well: 
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/ didn 't learn anything. Every family back home was born and brought up in a 
very conservative family. [Women] coming before men itself is a big taboo. 
Nobody does that - talking to a boy. Especially if you are young, especially if you 
attain your maturity, puberty. Some of the families back home would even stop a 
girl from going to school. It was against the taboo - talking to friends about this 
[sexuality issues]. Even now I feel really uncomfortable. I have never talked about 
anything about sexuality even with my close friends, so far. Like you said 
[indicating me the interviewer] the natural curiosity was there. The T. V. was not 
there at that time. Only when I was doing my Masters did the T. V. come in. It was 
highly restricted - there were only two government channels. Nothing much in the 
magazines because it's all taboo. But then curiosity of course. We [her and her 
friends] used to read books secretly and then we learned about the kissing scenes. 
But even then, I'll be frank with you, I never knew people had normal sex [says 
this in a hushed voice]. In fact, I grew up knowing nothing. We never knew 
anything about that. 
Gender Roles 
The messages that women received during their adolescent years contained 
prescriptions and rules specific to being a woman in their society. Not only did systems 
of gender set out rules for appropriate female behaviour but they often inscribed women's 
value within the context of being a virgin, a wife and a mother. Many of the women in 
the study commented on the cultural importance of maintaining "purity" until marriage. 
The meanings and understandings of cultural systems of gender contained in the 
women's narratives often reflected forces of power and oppression that influence 
women's lives and bodies. The stories that women told indicated their awareness of 
women's ascribed lower status in society and the implications that this position had for 
their lives. Several of the women talked about their perception of a sexual double 
standard: 
/ think as a woman, you don't express your feeling to the extent that you want 
sometimes. Not like a man, anything comes to his mind or anything he want to do, 
he could do it and it doesn 't count against him. But as a woman, even it doesn 't 
matter what religion or what culture, it will count against you. In his mind's eye, 
"Oh my God, she is too experienced, she must have done those things before with 
other people. How she know those things? " Like he doesn't say, "Oh, she's 
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pleasuring herself and she's pleasuring me. " It should be a nice thing. As a 
woman, you 're not supposed to be experienced. She would love him for that, for 
being that type of knowledge or the feeling that he expresses to her or you know, 
to pleasure himself and her. That would make him a better person in her eyes but 
the other way around, it would make her like, little s-word. In my culture would 
be worse because okay for the man but not okay for the woman. Like if two people 
meet and fall in love whether planned or not. . . he would be okay. He won't be 
accountable. But you would be accountable . . . you would pay the price. 
A few of the women talked about how class intersected with gender and the 
impact this had on women. Maria recalled that girls of lower status were seen as more 
promiscuous where she grew up. She noted that people from "higher social levels" were 
engaged in sexual behaviours that would be considered amoral or promiscuous but that 
these things were just overlooked or not talked about. Sadia described how men of higher 
status in the place that she grew up were quietly permitted to engage in extramarital 
sexual activity and how this impacted women: 
It's [having sex with a prostitute] accepted at the higher level but not talked 
about. And same thing at the lower level. At the lower level, women do not really 
have power to say anything anyway, right. And then according to them [men], this 
is their only recreation and it is really cheap. And there is no, like you know. . . 
condoms are not available and those prostitutes like you know, in very low 
situations . . . so that's how some of the diseases get transmitted to women who 
might never have another partner in their life but they might get it from their 
husbands. But again, nobody talked about that. And for AIDS and something like 
that it's like, no no no, it's not our. . . disease. 
Women in this study described themselves as being enmeshed in various power 
relationships that governed their lives and bodies. Maria remembered that: 
We grew up mostly based on fear more than knowledge. For example we would 
see class mates who were all girls and our society, the town I come from, it was 
very patriarchal, so the fathers would be like, "Ifyou do something, you won't 
live to tell!" kind of thing. 
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Not only was power exerted by men such as fathers and husbands but by other 
women such as mothers and other female relatives. Meena commented that where she 
grew up: 
Dating itself didn 't exist. People would occasionally. . . if you fall in love with 
someone . . . very secretly they meet and they want to get married. Even though 
they are from the same caste and religion, it was a big taboo . . . you know why? 
Because the parents were not the one who selected for you. The girl has the guts 
to go out and do it herself so she is looked down upon by society. And especially if 
you go with someone from a different caste . . . it's finished. And if you by chance 
become pregnant before marriage, that's it, your life is ruined. That kind of 
extreme religious conservative thoughts were in those days. It's not so much now. 
. . but it still exists. 
The power relationships and dynamics between men and women produced by 
typically patriarchal systems of gender made some of the women in this study vulnerable 
to domestic violence, sexual assault and coercion. Four women in this study recounted 
personal experiences with domestic violence and sexual assault. One woman said of her 
experience: 
My husband, he was very oppressive, he loved me only certain hours, for a 
certain period of time. Only during sex. Sex is not something easy. It's just for 
reproduction. Even at the end of my marriage, I wasn 't much . . . With him, I 
didn't like sex. 
Another four of the women described engaging in sexual activity that they were 
unsure of or not necessarily comfortable with because they viewed it as a part of 
marriage. One woman remembered that when she first started to have sex with her 
husband, she did not enjoy it at all. After a period of time, the experience became more 
positive. She recalled: 
When we first marry I want to cry and I always cried that time when I had sex 
with my husband. I always cried. I love him, but the feeling is very sad. And he 
told me, " What happened? You in pain? " He's very good. And I said no, I don't 
know. . . mental feeling. But after one month, two month, it was good. 
Maria summed up the notions in this theme well with her comment: 
You know how I connect all of these things - sexual issues, sexual health, 
reproduction, everything - in the minds of many people back home, doesn't exist 
as a topic, as an issue. . . it is just like a ... it becomes something that controls 
your life so much that you're life could depend on your sexual activity. Or your 
life could depend on how many guys you were with or it could depend on. . . in a 
way, I feel it controls too many things about women. Because of course, with men 
it's different. But it controls too many things about women. 
Consequences of Transgressing the Bounds of Acceptable Behaviour. In their 
narratives, women indicated their awareness of the consequences women faced for 
transgressing the bounds of acceptable behaviour contained in cultural systems of gender 
and sexuality. Angela commented: 
They say boys will be boys. It is ok for men to sleep around, it was not ok for girls 
to. So even if a man had slept around prior to getting married, if he had found out 
somehow that a young lady he had married was not a virgin, he had the right to 
divorce her. So the fact that the girls had to remain virgins, it was an education 
that was not necessarily spoken, but through culture. 
Ruby and Sadia talked about the dangers for women who engaged in premarital 
sex. Sadia noted that both men and women could be killed for such a thing where she was 
from. Ruby indicated that, "At home, if the girl is pregnant without husband, it was a big 
problem." Maria remembered that if a girl were to get pregnant before marriage: 
The girl would be like, done, if something were to happen to her. Done like, forget 
about your future, forget about everything because who is going to take you if you 
are not virgin when you get married and things like that. So in many cases it 
happened that the girls would become pregnant before marriage because it 
happens and then you would be like the talk of the town for months and months 
and the girl would disappear for a few months and things like that. So it was the 
fear of, I don' t want that to happen to me, I want a future, I want my life to be 
something so I will stay away from it. 
A few of the women in this study described their experiences with breaking 
cultural and religious taboos around sexuality. Three women became pregnant at a time 
that was considered inappropriate in their cultures. One woman and her fiance decided to 
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have an abortion to prevent family from finding out. Another woman recalled her 
experience when she found out she had become pregnant before her official wedding 
celebration: 
It wasn 't a good thing. Culturally, your mom wouldn 't be okay with it. You didn 't 
want to say to her what happened. It wasn't a before marriage baby. Legally I 
was married but we still had to do a big ceremony. And I'm thinking, "Oh my 
God, what happened to me? " You kind of wish you were dead before this 
happened to you! That's what you think about it. I didn't talk to my mom actually. 
She didn't sit there and tell me . . . but she kind of got mad and angry, you can see 
from her face. She didn't talk to me for a while. 
Positioning Within or Beyond the Macronarrative. Women in this study engaged 
in positioning themselves within or beyond the cultural macronarratives and local 
discourse related to sexuality that they grew up with at various points in their lives. For 
many of the women in this study, strict cultural and religious mores about having sex 
before marriage strongly influenced their personal values and beliefs on this issue. 
However, some of the women indicated in their stories that they either broke this 
tradition or found other ways to explore sexuality with a partner before marriage. Most of 
the women in this study engaged in identifying the cultural and religious systems of 
gender and sexuality that they grew up with and discussed how their own experiences fit 
within or beyond these notions. One woman said of her experience: 
Many women in my country, I can't say all, but it is believed in my country that 
having sex with your husband, it's a good idea to relieve his anger. To release . . . 
if he is angry . . . so having sex with him relieves and relaxes. The woman should 
ignore her emotion in order to protect the family and to be a good woman and a 
positive thinker. This is one of the most. . . things that make me anger about 
getting married. My mom always told me, you don't have to be like this. Don't 
think because some women do, you have to do. But unfortunately, men think that 
this is woman's responsibility to . . . part of duties to, about their [husband's] 
needs and sexual desire. So the first or second year of our marriage wasn't happy 
because I didn't want to initiate sex because I didn't want him to think I was 
doing it because I only thought it was part of my duty. I want to establish 
something different from my society. 
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Influences of Messages about Sexuality in Women's Lives 
The narratives told in this study reflected the women's awareness of culturally 
embedded systems of gender and sexuality as well as of the silences and taboos 
surrounding female sexuality that have and continue to influence their experiences, 
behaviours, and beliefs related to sexuality and the meanings that they attribute to them. 
Influences of Messages on Knowledge and Experience: The Creation of Mysterious 
Bodies 
The notion of mysterious bodies was represented in some way in the narrative of 
every woman who participated in this study and was overwhelmingly characterized by a 
sense of 'not knowing' and 'just happening'. Women talked about the lack of information 
and control that they had regarding their bodies at various points in their lives as a result 
of culturally and socially embedded silences and taboos surrounding women's sexuality. 
Experiences such as menstruation, pregnancy, and childbirth were often described as 
things that happened to a woman's body that occurred outside of her control. The lack of 
knowledge and sense of control that women experienced with regards to their bodies 
produced patterns of emotion such as fear, shame and embarrassment in the stories that 
women told about menstruation, intercourse, pregnancy, childbirth, and menopause. 
Common phrases that appeared in these stories were: I was shocked; I was surprised; I 
was upset; I was worried; I was confused; I was afraid; I was scared; I didn't know; I was 
embarrassed; and, it was uncomfortable. 
Influence of Messages on Experiences of Puberty. Women's experiences of 
puberty were characterized by stories of first periods. For almost all of the women, their 
first experience with menstruation was met with shock, surprise, or fear. Natalya 
remembered that, "From science class I knew that I would get something called period 
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but when it came, I was scared. I cried." When I asked what kind of information she was 
given about it, Natalya said that her mother simply told her that, "It just comes every 
month, and you can't do anything about it." Apple recalled a similar experience. When I 
asked her if she was expecting her period she said, "NO! (participant emphasis) I was 
scared. I was so scared." Datsun recalled that she thought she was bleeding to death. Rani 
remembered thinking, "What is all of this red shooting from me? I was so scared." 
Lemlem recalled being "very afraid." For Meena and many of the other women in the 
study, puberty was a time filled with a lot of uncertainty and surprises. It was also the 
time when women came to understand and internalize the silences and taboos 
surrounding their sexuality and their bodies. A few of the women mentioned their 
awareness of a cultural and societal view that, "Only bad girls talked about such things." 
Meena's experience with puberty summarizes this theme well: 
/ asked [my mother] what was happening to me. And she said, "You 're becoming 
a big girl. " She didn 't go into much detail. I don't know, maybe she was 
uncomfortable. I asked another neighbour, she was just married - a young lady -
and I was trying to ask her all this. Especially when I had hair here (points to 
underarm), / was very concerned and so I asked. And she said, "You 're becoming 
a big girl. That's how it is for all of you. " Then she said, "Don't even go to ask 
your mother because she will be upset with you, it's good you asked me and not 
anyone else. " So I knew it was a topic not to be talked about. So you know you 
don't ask. You don't have anyone to talk to about this. 
Influence of Messages on Knowledge of Fertility. Some of the women in this 
study described not understanding how fertility worked at various points in their lives. 
Datsun recalled: 
No, no one talked to us about it. And growing up I tended to generally. . . you 
know we have the Puritan ways of God. . . not going there as well. Just say oh, 
you cannot commit adultery and, didn't even know what that meant. Like you 
know, so ok (laughs). Yeah, so I didn't even know anything and I even was so silly 
because I loved to read. . . and also the other thing is we couldn't get it from the 
television stations because ours was very strictly censored. There was no kissing, 
84 
nothing. I mean it was minimum. They just closed the doors and then there was 
the next scene. You didn't really know what was happening. So even as a 
teenager, I really loved to read but the books I read were nothing close to how the 
birds and the bees do it. Even in highschool it was really strange. I went out with 
a guy to the movies and I was so uncomfortable in there because I thought, what 
if I got pregnant in here? Not even understanding it had to be an intercourse. And 
let's see, I was sixteen or seventeen years old. 
Similar to Datsun's experience, Ruby was told by her mother that once she started 
having her period, she could no longer touch a man and that she could become pregnant 
just by a man being near her. Lucy recalled being worried that she would get pregnant by 
"osmosis" just by sitting close to a boy. Another woman remembered being in her 
twenties and not understanding how to prevent pregnancy. She commented, "I must have 
been lucky because I had NO idea how to prevent pregnancy, can you believe that?" She 
went on to say, "I would love to know what it's like to plan a pregnancy. That would be 
SO cool to . . . okay, I want to get pregnant, I want to plan. I'm going to start eating 
healthy... that's really beautiful." Yet another woman found herself pregnant and not 
understanding how at the time because her and her husband were not engaging in 
penetrative sex however they were engaging in 'outercourse.' She remembered that, "I 
got pregnant and I didn't even know actually that I got pregnant. I thought something was 
wrong with me. I wish I knew about it so I could prevent or protect myself from it." 
Influence of Messages on Experiences of Sexual Intercourse. A woman's first 
experience with intercourse often occurred within the context of marriage. Many of the 
women recalled not having information about or understanding what went on in a sexual 
relationship until just before or after marriage. Datsun described herself as "ignorant" in 
these matters until she was married after the age of 24. Rani remembered being scared 
and thinking, "What is this that is going to happen to me? Is it going to hurt?" Lucy also 
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remembered being "REALLY nervous." Meena recalled not knowing anything about 
sexual intercourse until she was 21 years old and had been engaged for six months. Her 
friends gave her books to read on the subject and she says of them, "I read them but I was 
so confused about the whole thing." She went on to describe her experience: 
/ was so scared. It took almost a month before the first time [before having 
intercourse with her husband]. It took almost one month to get out of that fear. 
And later, when I asked my friends of my age, it was the same way. And some of 
my friends even had problems with the marriage because they wouldn 't allow 
their husbands. . . they had a phobia. . . they were so scared about the whole 
thing. So after a couple of months, some of my friends, their husbands even 
divorced them. Some people have things [sex] forced onto them, like in the first 
week. It's more like rape. . . the man is impatient. Then you have a hatred towards 
it. Fortunately, I had a good husband. He was very patient and understanding. 
And slowly, we took one thing at a time. So it was ok. 
Another woman also found that she had limited information about sex as her and 
her husband embarked on their life together. She remembered that this lack of 
information created some humourous situations: 
[I] had no lessons and I think my husband was quite illiterate too. Whatever he 
learned he learned from his friends and also, he was 28 at the time of our 
marriage so he definitely had better ideas, more ideas but still he was quite 
illiterate. I remember he was really worried about umm. . . any kind of touching 
or kissing the breasts or something of his wife so he went to the religious leader 
and asked would it be okay for him to do that and he said yes, that's not a 
problem at all. (laughs) That's funny (we both laugh a lot here). 
Influence of Messages on Knowledge of Sexually Transmitted Infections. For 
many women in this study social and cultural norms have prevented or precluded the 
discussion of sexually transmitted infections. Sadia's experiences illustrates this point 
well: 
There was never a talk about sexual relationship, infections, anything like that 
because the culture that I grew up in it was not expected from a man or a woman 
to be engaged in sex before marriage. Nobody talked about that. It's like, you do 
not need this information for any reason because you're only going to be married 
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to one person and just stay with them forever. There was no talk of sexual, like 
STD's, sexually transmitted diseases, at all. 
Influences of Messages on the Experiences of Pregnancy and Childbirth. For 
some women in this study, pregnancy was a time when changes were happening to their 
bodies that they did not fully understand. Datsun and Sadia's experiences are particularly 
poignant. When I asked Datsun about her experience with pregnancy she replied: 
We were not taught anything like that [about pregnancy]. / wish we had some 
form of education like sex education when we turned like 11, like that age. To take 
care of yourself. And what it means enjoying your pregnancy. No we were not 
informed. We were not taught anything. We just muddled through. Like you know, 
ugh, now I'm pregnant so now what next you know? (laughs). 
Sadia recounted her experience of pregnancy and child birth. She remembered 
that she did not receive any information about these things growing up and that as a child 
she had worried about how babies came out of the mother's tummy. She said: 
/ didn't even know how the child is born like exactly what happens inside the body 
when the child is coming out until my fourth child. . . Can you imagine? I didn't 
try to get that information and then I was pregnant the fourth time, I was at the 
hospital and there was a woman with me and she had a book about all the stages 
of pregnancy and all that stuff. I just borrowed the book from her and I read the 
book and it was such a big eye opener for me. I remember the birth of the 4th 
child was so much easier for me because I knew what was happening inside my 
body. I knew like ok, now this, now this. Before, whatever doctors or nurses told 
me. I didn 't even want to go through all that but it was much easier. You know 
what's happening inside your body. It's so important because it makes things . . . 
normal. It's ok, I know what's going on. You kind of feel that you are in control a 
little bit. 
Influence of Messages on Knowledge of Desire and Pleasure. For many of the 
women in this study, sexual pleasure was not something that they knew about or 
understood until after marriage or until later in their lives. The taboos and silences 
surrounding these issues caused them to be perceived as some of the most sensitive issues 
to talk about. Women in this study tended to gain access to information about their 
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body's capacity for pleasure only after marriage. Lucy and several other women in this 
study indicated that they came to learn about sexual expression in their married lives and 
through discussions with their husbands. Sadia's experience was characteristic of the 
group: 
I think I knew almost nothing at that point, almost nothing. And for a long long 
time even in my married relationship, I wasn 'tjust too sure about the sexual 
pleasure or anything like that. I had no idea. I enjoyed the relationship with my 
husband but that pleasure, I don't know if I was really into it. . . Not anymore (we 
both laugh). I've learned a lot. 
Influence of Messages on Experiences of Menopause. For some women in this 
study, menopause was also a time in a woman's life that was surrounded by mystery and 
silence. Datsun recalled the time when her mother was experiencing menopause and 
Datsun did not understand what her mother was going through. Reflecting back on the 
experience Datsun said: 
/ think it would be good if people can engage in a conversation about, like "I'm 
going through menopause, you know I just go crazy. " Because if you are able to 
share about it, you get the support of people. Because my mom went through it 
and she didn't tell me or, I don't know. Because there was one stage of her life, 
she was constantly angry and very short. And we weren 't able to have a 
conversation with her and now I understand that she was going through her 
menopause. And it's so simple . . . just say it! 
Influences of Messages on Meaning Making 
Making Meaning of Experiences. Many of the women's narratives reflected how 
the messages they received during their younger years influenced how they made 
meaning of later experiences. When Natalya experienced her first menstrual period, she 
was told that during that time, a woman is not pure and should not pray. In a discussion 
about menstruation in her interview she said, "Something disgusting no? It's still 
disturbing for me. I don't like to cook, I don't want to touch anything. What to do?" For 
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Meena, the rules governing proper behaviour between men and women in her culture 
make it difficult for her to navigate cross gender relationships in her current Canadian 
context. When asked by a male colleague to go for a friendly lunch Meena recalled that, 
"I felt very uncomfortable because at home it is not allowed. So I was thinking that by 
refusing him, I was doing the right thing, by accepting the invitation I am doing 
something ethically wrong. These kind of issues come up in Canada." For Lucy, the 
macronarratives and discourses about sex that she had grown up with presented some 
difficulties for her early in her marriage: 
For me, it was very difficult even when I got married because I was moving from 
sin to no sin. You grow up being told [sex] is wrong, you don't do it. So for me the 
shift was very difficult. Okay, this thing is suddenly not a sin. [Where she came 
from] we don't discuss about it. It's a man's world. He does what he wants to do 
and as long as he's satisfied, it's okay. If you 're not satisfied, too bad. So for me, 
it was a whole paradigm shift. So even for me, it has been a shift from no talking 
about sex and it being demonized to suddenly, it's okay, you 're married and then 
now dealing with all of your feelings. I found my husband, it was easier for me. I 
was shy. 
Influence of Messages on Perceptions of Sex and Sexuality. Macronarratives and 
local discourses contributed to the woman's perceptions of sex and sexuality. Women in 
this study from religious or familial backgrounds in which sex was viewed as natural, 
normal and/or important to one's life within the context of marriage, tended to hold such 
a view of sexuality. One woman commented, "[Sex] is part of our life. We have to know 
those things so we can, you know what I mean . . . prepare what to do if something 
happens or how to take care of our health. That's a part of human life." Similarly, another 
woman said, "Sexuality and sexual health is something that exists and existed at the 
beginning of the world. And it's better to know how to protect yourself than be ignorant. 
Most people will have sex in their life. It's something that humans do. It's a feeling that 
God created." When I asked another woman to reflect on the sexual health poster that I 
presented her with, she responded: 
It's important to have pleasure. It's important to have orgasm. Sex doesn 't have 
age, when people become older, sex doesn't become old. Until the last moment, 
the couple can have desire, or the individual can have sexual desire. Everything 
here [on the poster] is important. It's all normal. Marriage is one of the very 
important things. Without it, we wouldn 't live. And sex too. Without it, we can't 
live. 
In contrast, Datsun grew up with many taboos, restrictions and silences 
surrounding sexuality even within the context of marriage. She described her perception 
of sex: 
So I think because we live in such a Puritan way, it [sex] became very difficult 
even after marriage. It's so uncomfortable this whole thing about sexual 
intercourse. You know, you just don't like to indulge in that. Because you don't 
think about it as a sexy thing to do. It's so different from the North American 
culture. They would just love it, enjoy it. But there it's like, ok it's a chore. In my 
case it's just like a partnership. Like, I like the person [her husband], he's my 
friend. And so that part about having sex is not something exciting. It's not 
something I think about any time at all. It's very strange. People would just like 
you know ohh Valentine's, Birthdays, you can do this, get chocolate. It didn't 
really feel. . . like before marriage and after marriage, you're not two different 
persons. You're still the same person, not fully understanding that you can enjoy 
sex. It's like oh ok, yeah (laughter). 
Influences of Messages on Behaviour 
Sexual Decision Making. The macronarratives and local discourses that women 
grew up with played a role in the decisions that they made with regard to their sexual 
behaviour. Almost all of the women in this study were raised in cultural, religious, and 
familial environments that forbid sex before marriage. This rule was one that held the 
most impact for the women in this study. Nearly all of the women talked about being a 
virgin when they were married. The two women in this study who were single and never 
married at the time of their interview reported that they would remain virgins until 
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marriage. One woman said that, "Until this age [her current age of thirty-five], I believe 
in you cannot have sex before marriage." Other women discussed in detail the influence 
that cultural mores and local discourses had on their decisions related to sex: 
My friends would talk about it [having sex] and "oh how it hurts, it bleeds. "I'm 
pretty sure the fear. . . if there was not so much fear around the topic . . . because 
of the natural reaction of the body. . . I'm pretty sure things [engaging in sex] 
would have happened earlier because at one point, I would feel for example . . 
.my body would tell me in a way, because it tells you, it tells you things, my body 
would tell me, "I want to do something here or I want to go farther. " And then 
you would stop because you are so scared. Or in my case, I was SO scared, that I 
didn 't allow myself to go farther because I was too scared. It was just 100% fear. 
And not only the fear that you would bleed and that everyone would see, but also 
the fear of the social environment and thinking, for example, in our town, almost 
every time the girl would do something for the first time, the guy would disappear 
and would treat her bad and call her a bitch . . . and she would be a nobody 
forever. She was done for the rest of her life. She would have to pray that she 
would find someone to love her. So you have to be really, really careful. 
Despite the strong cultural, societal and religious mores governing sex before 
marriage, it became apparent in the stories that women told that sex was often defined for 
and by them as penile-vaginal intercourse. With the restriction on sexual intercourse, 
several of the women in this study described engaging in other sexual behaviours before 
marriage that they did not consider as sex. One woman described her experience prior to 
marriage, "I know that I can't have sex with him or another boy . . . So I was curious 
about how can I have sex and not sex. Have a pleasure and a touching without having 
complete sex." This woman described engaging in non-penetrative sexual activities while 
still being able to maintain her virginity. 
Accessing Sexual Health Information and Services. Macronarratives related to 
gender and sexuality had important implications for women's behaviours accessing 
sexual health information and services. Depending on the woman's current life context, 
her internalization of certain values and beliefs influenced behaviour in different ways. 
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Samar recalled that where she grew up, "good people" did not talk about sex openly. She 
remembered locking herself in her room while she searched for information in books and 
thinking about how embarrassed she would be if someone found her. Even though she 
was in a locked room she said, "I still have a fear that somebody will surprise me even 
though the door was locked, I still have the fear inside me." For Samar and other women 
in this study, feelings of shyness and embarrassment impacted their experiences 
accessing sexual health information. Maria remembers the cultural and religious taboos 
around sexuality being so strong that she said, "you would feel bad even looking for 
information. They just scared you to keep you away from it, to keep you from even 
thinking about it." 
One woman in the study described how cultural taboos prevented her from talking 
about sexual health information with her future husband: 
Before I married, I am worried. . . I don't know if he has HIV or anything. So I 
want to check the blood but I didn 't do t because I don't know (seems shy or 
embarrassed here). Because I am very shy, I didn't talk to my husband before we 
married. It's a traditional thing. It's not good-you HA VE (participant emphasis) 
to talk with your future husband openly because IF he has something, you have to 
suffer and you children has to suffer and your family has to suffer. 
For other women in the study, the internalization of certain cultural, religious or 
familial values and beliefs related to sexuality impacted their use of sexual health 
services. When I asked one young woman if she had ever had a PAP test, she replied, 
"No. I'm afraid, I think I am a virgin and when I use the speculum, it will break my 
hymen. Because I am afraid of that. Because I have done some sports so maybe it is not 
perfect but still I want to keep it." This young woman's concern that having a PAP test 
would interfere with her status as a virgin reflects her internalization of meanings 
attributed to virginity and the importance of the hymen in maintaining virginity. Another 
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woman, Meena, has never had a PAP test because she cannot gain access to a female 
doctor. Meena grew up with very strong norms governing appropriate interactions 
between men and women. She noted that because of these early teachings she cannot 
overcome her inability to talk to a male doctor about sexual health issues. Another 
woman recalled not accessing contraception because she was an unmarried woman at the 
time and as such, it would not be seen as an acceptable thing for her to be asking about. 
Interactions with Children. Women's narratives reflected how cultural mores and 
local discourses about sexuality influence the way women engage with their children on 
these issues. For some women, cultural taboos and their early learning experiences made 
it difficult or impossible to talk to their children about sexuality and sexual health. As 
Datsun put it, "I think in our culture, we don't talk about it [sexual health] too. That's 
why I'm doing the same thing - 1 won't be talking about it with my children. Like, I 
don't know where to start or how to even approach that." "A" anticipated that, "I don't 
know if I'll be able to educate my children . . . I still have that cultural baggage with me." 
Other women reported a desire and ability to be more open and communicative 
with their children about sexual health than their parents had been with them. Meena 
found that she could more openly discuss issues of sexuality and sexual health with her 
son and that this was "a big development because normally back home we do not do that" 
and that these things were normally considered, "taboo, a girl's only topic." However, 
certain topics remained taboo and off limits. For Meena and other women in this study, 
the absence of a discourse of desire in their upbringing made these issues difficult or 
inappropriate to talk about with their children. Meena says of her conversations with her 
boys, "I mean, when I want to educate my children [about sexual health], I avoid all this 
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piece (points to pictures of desire, pleasure and sexual practices on poster) - sensitive 
topics - and talk about the rest (sexual health topics)." She indicates that she is more 
comfortable approaching sexual health topics in a "clinical" fashion because: 
You are not brought up that way. Your parents have not talked to you on that 
same level and normally you don't discuss these things [issues of desire and 
pleasure] with your friends either so to go to talk to your children about it. . . 
maybe you would feel uncomfortable. But today, it's [talking about sexual health] 
a necessity especially with girls or boys. Maybe we can talk. . . make them aware 
of what's what without going too deep into it. But as a mother, I would feel 
uncomfortable [talking about desire and pleasure]. 
For some women, discussions about sexuality with children focused on imparting 
cultural, religious, and personal values about sexuality. For example, Natalya expressed 
her concern that her two teenage boys be educated about appropriate sexual partners. She 
said: "I would still like to talk to them [her sons] especially to the oldest one regarding all 
sexuality. I tell them that sex is only between a man and a woman, two different sexes." 
Still other women in their discussions with their children, engaged in moving 
beyond the macronarrative and local discourses governing systems of gender and 
sexuality in the area where they grew up. Martina grew up in a culture where sex before 
marriage was forbidden and in which there were heavy consequences for girls who broke 
this rule. She also grew up with family rules that enforced silences and taboos around 
discussion of sexuality. She recalled that her own mother never talked to her about issues 
of sexuality or sexual health. Now involved in teaching her teenaged daughter about 
sexuality, Martina reflected: 
/ said to my daughter, take care. . . don't touch with your boyfriend too much 
because if you touch with your boyfriend - how do I say in English - the peepee, 
put up (gestures and laughs). And take care because you are hormonal. . . take 
care (laughing). I say, I don't want you to touch too much, it's no good because 
only you are 15. Only you are starting, you have to take care. And she says, yes 
mom, I know, I know. And she says why? And I say, because of infection. 
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In taking the initiative to talk to her own daughter, Martina engaged in breaking 
the silences that surround young women's sexuality. Further, she acknowledged that 
sexual activity was something that her daughter might be engaging in, thus breaking 
cultural mores about sex before marriage. Further still, Martina talked about the sexual 
health of her daughter as being the reason to be cautious, not the avoidance of pregnancy 
before marriage which is often associated in Martina's culture with loose morals and a 
loss in status for a young woman. 
Shifts in Cultural Macronarratives and Discourses 
Women's narratives demonstrated the dynamic nature of cultural macronarratives 
and local discourses and how they both influence and are influenced by sexual attitudes, 
beliefs, and practices. While reflecting on their experiences learning about sexuality in 
their home country, many of the women in this study acknowledged that cultural and 
societal norms have changed in the places they grew up since they have left. Xiaoxun 
recalled, "At that time, during my generation, things are not the same as now. During that 
time, any thoughts of romance, love is taboo." Women noted that change in attitudes, 
beliefs and practices related to sex in their home countries has been stimulated by the 
wide availability of information and ideas through media and the Internet. Meena noted 
that, "Now things [in her home country] are a little different because the media hypes up 
things and the movies and stories. But those days [when she grew up] it was all very 
hushed up." Similarly, Sadia said of her home country: 
Yeah, I think still [in the place she grew up], it's still the case that parents are not 
comfortable or teachers are not comfortable giving this information and again the 
culture is very much like this that you're not expected to engage in sexual 
relationships before you're married so nobody . . . it's like the concept there or the 
thinking there is that if you will learn about these things or if you know about 
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these things there will be a desire to practice it or to experiment it. So it's better 
not knowing anything so that you would never think of experimenting it. But 
what's happening now is because of the Internet and because of global electronic 
media and what not, the information is now more readily available, especially 
because of the internet so I left the country a long time ago so I don't know how 
exactly this is playing but I know that a lot of young people know a lot more than 
we used to know when we were growing up because of internet and because of 
T.V. 
Women reflected on the way that the change brought about by increased access to 
ideas and possibilities related to sexuality for young people can cause conflict as they 
clash with traditional value and belief systems. Angela discussed how the media and the 
internet in her home country have opened up new possibilities for young people related to 
their sexuality, how women are marrying later because of increased schooling and how 
these new possibilities conflict with parental ideas of daughters remaining virgins until 
they are married. Despite the conflicts that change can produce, several of the women in 
this study noted that cultural and societal shifts are happening in the way that sex 
education is approached with young people in their home countries. Maria commented 
that schools in her home country are now including more information for young people 
about sex and sexuality. Balicja said: 
/ don't know, in my country we learn nothing about that [condoms] but now it's 
normal in my country because the times change. Because we have to be realistic, 
they are normal, they are human. Sexual education we have in our school 
programs too. They opened the door but the parents were very mad too. But now 
they are doing more sexual orientation. Because now it's changed, it's 
everywhere. 
C. The Experience of Migration 
I asked women to talk about their experience of migration and the effects that it 
had on their beliefs, attitudes, or behaviours related to sexuality and sexual health. The 
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women tended to talk about either the benefits or challenges of a perceived increase in 
openness within their Canadian context. While some of the women talked about major 
life change such as going through a divorce, most of the women in this study described 
the limited impact of migration that they perceived in their own lives. Many women did 
report however, learning new information about sexuality and sexual health following 
their move to Canada. 
The Notion of Increased Openness in Canadian Society 
Perceptions of Increased Openness. When women talked about their migration 
experience, they often compared what they observed in Canada to what they were used to 
in their home country. Some women described what they perceived to be increased 
openness in Canadian society related to sexuality. Lemlem noted that in her country, 
discussions of sexuality caused extreme shyness and embarrassment but in Canada, "no 
problem." Xiaoxun recalled, "I remember I saw men and women kissing and hugging in 
public. This was quite surprising because this is something we don't do back home." 
Meena, Nadia and Lucy had similar experiences. Meena described her impression of 
Canadian mores of public affection as: 
Shocking! When I came her to Canada, I thought it was too much, too open. 
When I take my son to school and I see the boy and the girl kissing right in front 
of the school, I used to say — Oh my god! And he said, "Mom, it happens every 
day. They [the children] have got so used to it. But it was really shocking for me. 
Some of the women described simply getting used to such displays of affection 
however some women like Meena felt that sometimes things are too open. Meena said, 
"It's too open. I think it should not be that way. I think extremities in both societies [in 
Canada and in her home country] are wrong." 
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One woman made an important comment about the diversity of sexual cultures 
within Canada: 
/ was shocked to learn all these . . . I mean the whole sexual practices and how 
everything was really open [after her move to Canada]. And even in living in some 
parts of Canada . . . I lived in Toronto and Montreal before coming to Kitchener. 
It's a completely different culture, how people do their sexual practices. People 
might think that all of Canada is the same. I lived in Montreal and would see two 
people kissing on the street and being affectionate with each other. Seeing an 
older man and a younger man — the young man sitting on the older man's lap 
kissing each other. So that was kind of shocking to me but after coming to 
Kitchener which was small town to me compared to the big cities it's completely 
different culture when it comes to sexuality. People do their affection behind 
closed doors rather than openly in the streets. 
Benefits of Increased Openness. For some women in this study, the perception of 
increased openness with regard to sexuality was seen as beneficial. When I asked her to 
describe what things she felt were different between her experience here and her 
experience at home, Natalya said, "Everything was clear, more open. People talk more. 
And sexual relationships here are better. I definitely have benefitted from the clarity and 
openness of it [society]." Similarly, Ruby commented on the benefits of increased 
openness: 
I saw a few girls from Canadian family and they are like our girls, very shy and 
quiet but they are very different - they have knowledge about everything. But our 
girls, we don't have knowledge [about sexual health]. They will know everything 
but in my country, they didn 't know so they have many problems. 
Ruby went on to comment that she perceived greater openness between mothers 
and daughters about these issues in Canadian society. She remembered that her mother 
discussed sexual issues with her but in a way that made her "very afraid!" Nadia 
commented that for her and her teenaged daughter, "It's better that we are here in 
Canada, they learn most of that stuff [sexual health] in school. I think she is more open 
than I am." 
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Datsun talked about an increased focus on sexual and reproductive health from 
what she was accustomed to: 
Over here [in Canada], you can go for Pap smear and all that which is not done 
where I'm from. You never ask for it and we don't go for physical or anything like 
that. It's so different here and you kind of get used to it. Oh, okay, you go into 
your wellbeing. Because over there [in her home country] it's not a focus. It's not 
on the front burner or the back burner. It 'sjust not there. It's different here. And 
you can actually ask about it and you can question it because it's a very open 
society. That's what I find. 
Linda talked about benefitting from the clarity and directness of the way that 
sexual health issues are addressed in her current Canadian context. "I think here is more 
clear, more open. I mean, when I go to a pregnancy class, they also teach you birth 
control. But really concrete. They give you model to let you know very clearly. Here, 
they tell you everything very clearly." 
Challenges of Increased Openness. Some women in the study described Canadian 
society as being so open about sexuality and that this caused them to feel discomfort in 
some situations. Datsun humourously recalled some of the conversations that she has had 
with Canadian-born friends: 
/ think Canadians are more open about it because sometimes when I just go out 
for lunch with them, they talk about it. They talk about condoms, they talk about 
how, you know, how they . . . how their intercourse was really good the night 
before. And it's like, okay, these are all unmentionables (laughs). Why do you 
talk? I don't know. . . We don't talk about it because we never talked about it 
before at all. I have a Canadian friend and she '11 just tell me what she did the 
night before with her husband. And she 'd talk about the positions and everything. 
Like you know, she's comfortable talking about it (laughs). I'm not at the point 
where I can share about it. 
Separation and Divorce 
For some women in this study, the experience of migration was followed by a 
separation or divorce from their husbands. In some cases, this was due to the need to 
leave an abusive situation. However one woman talked about the difficulties that 
adjusting to Canadian mores caused in her relationship. She described why she felt her 
husband left their marriage: 
/ think he couldn 't take that, I don't know, seeing men and women hugging and 
then also, some of our women, like women from the same culture, who came here 
to Canada and did like 180 degree from being like conservative to being the other 
way around like wearing shorts and having boyfriends. It was too much for 
somebody who came from that part [where they came from]. Like even if she 
wasn 't having boyfriend, just dressing up or showing off, she was bad in his eyes. 
So also me having the freedom . . even though the freedom you should have it 
everywhere and I don't think I have more freedom now than I had at that time. I 
was the same person, I could do whatever I want within a boundary of respecting 
myself and others. But still, it was difficult for him to see that women could go, 
talk, do whatever they want. And if a man did something, anything bad, they could 
go to court. I think it was hard for him to handle it. I think that was his problem 
because I think something wrong with him! Because you have sisters and 
daughters, you don't want people to treat them right? I don't know. . . some 
people just have low self-esteem and blame others. There are good women and 
bad women everywhere. Just because we are in an open country [Canada] doesn 't 
mean we are all going to be bad or all good. 
Limited Impact of the Migration Experience on Personal Beliefs and Behaviours 
When I asked women about their experience of migration and whether or not it 
had changed anything related to sexuality for them personally or in their relationships, 
many of the women indicated that it had not. When I asked Xiaoxun if this had changed 
things for her, she replied, "No." Nadia indicated that, "I am still the same person. I 
wouldn't change anything, the way I was, the way I believe, the way I have to be private . 
. . everything has stayed the same." While women found that their own beliefs and 
practices did not necessarily change after migration, they acknowledged the implications 
it had for their children. Meena's response reflected that of several other women in this 
study such as Lucy, and Nadia. She said of her experience: 
No, it's not changed [her relationship with her husband]. Because we came with 
mature children. So we knew . . . we used to talk about it and laugh about it and 
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discuss a lot of things [about Canadian culture]. So for us, coming from a different 
culture, it's so shocking. We talk about it, we read about it, it's new strange 
things. It's not affected anything in our relationship but we see that's how the 
world is now. So what changes it brought in us, like we should be more tolerant 
with the way our sons are growing up, more liberal in my idea of them. We cannot 
force our conservative ideas onto them. So we have come to that understanding 
after a couple of years. 
Sadia talked about the intergenerational struggles and conflicts that arise over 
issues of sexuality as new Canadian communities struggle with identity issues: 
Here [in Canada] I can assume that my children would never engage in sexual 
relationship before marriage but inside me, there is something that tells me that 
this might not be right. I want to make sure I give them both kinds of information 
but again, I never want to encourage that they get engaged in sexual activities 
before marriage. When we see our youth start to grow up here, the community is 
starting to wake up to those things. That you cannot continue telling your child 
that you need to do this because it's what God want you to do. It's not an answer 
for them. It's not. Like maybe I don't even believe in that. I need to know why, like 
right now. What is in it for me? So parents need to change their way of teaching 
too. But a lot of us can't do it so easily because we cannot understand. There are 
all kinds of tensions between parents and children. Some parents stop worrying 
about anything and just leave their children for what they want to do . . . others 
are too strict. But a lot of us aren 't coming to terms in ourselfthat things are 
going to be different for our children. They cannot be the same. They cannot be 
like us, they can never be like us. Because the way the see themselves is hugely 
different than we used to see ourselves. 
New Information about Sexual Health 
While the women in this study described the limited impact that migration had on 
their own sexual practices and beliefs, they did talk about learning new things about sex, 
sexuality and sexual health following their move to Canada. Most of this knowledge had 
to do with contraception, pregnancy, reproductive health and an increased awareness of 
sexually transmitted infections. "A" came to Canada as a nineteen year old and enrolled 
in some college courses. She noted that most of her learning related to sexual health took 
place in Canada, "either through T.V. or educational ways." She said 
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"[I learned] a lot of things ... how diseases are transmitted, how it affects your 
health . . . I learned very much and I keep learning. Pretty much most of the 
things I learned here like the menopause, sexual practices, sexual identity, birth 
control, the infections from HIV. About marriage, pregnancy, having children, 
menstruation . . . that's all I knew before coming here. But the rest I learned here. 
For several of the women such as Datsun, yearly physicals and Pap tests were 
something new to them in Canada. When I asked one woman if she had learned anything 
new after coming to Canada, she said: 
Just to maybe . . . how to be safe, how to be healthy, not have diseases. Even back 
home, how do you know this person [man], he doesn 't have disease? Like sexually 
transmitted disease. He has to go to check too [get tested]. You have to have it, 
you have to say it. Back home you would say okay, I'm not going to say those 
things, I am ashamed to say it to doctor or to husband. One thing I could do now 
here, I have the right, if I want to get married again, he has to get checked [for 
STFs] too so I know he's okay so I don't get the diseases from him. You know, 
little things. 
Sexual orientation was an issue that several of the women brought up in this 
study. Many of the women came from cultural and religious backgrounds that forbid 
homosexuality. Some of these women maintained their beliefs but acknowledged or 
accepted different lifestyles. When I asked one woman if anything had changed in her 
way of thinking about issues of sexuality after coming to Canada she said: 
Maybe about lesbians and gays. Before I thought this was disgusting. I felt that I 
can't even talk about this. But when I came . . . this is like, fact [the acceptance of 
different sexual orientations]. If I want to talk about it, accept it or not. Then I 
start to teach myself. . . how to read, how to ask, to make search about how these 
people feel. I'm still not sure about this but my feeling about those people is really 
better than before. 
D. Interactions with Healthcare Providers 
Throughout women's lives, they come into contact with and interact with formal 
healthcare services. For the women in this study, these experiences had important 
implications for how women accessed and engaged with sexual health information. 
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Further, these experiences impacted how women experienced their bodies and the 
changes that they undergo at various points in their lives. 
Positive Experiences. In this study, positive feelings and experiences were 
facilitated by a sense that the sexual and reproductive health needs of women were being 
adequately provided for. Martina said, "For me is good. In Canada, the health is good for 
the mammogram and Pap. In the clinic, the one doctor speaks [her language]. For me is 
very good." Women in this study described feeling very positive about the level of care 
available through the healthcare system that they were able to access in Kitchener-
Waterloo. Natalya recalled of a visit to a gynecologist in the area, "I felt good to get it 
[her reproductive health] tested." Similarly, Bahra said, "It's good that they do check-up 
even though I hate it (laughs). The medical system here is good. I like the fact that they 
follow-up and stuff." Rani noted that her doctor is, "Excellent. All I have to do is ask and 
he answers. I've had no such problems. I've been fortunate." Linda described the 
excellent level of care she received during her pregnancy: 
Here [in Kitchener-Waterloo] you can go if you 're pregnant. . . step by step. The 
doctor would say, "Okay, go to the hospital, get check first. Because when you 
hurry to the hospital and say I want to have a baby, they don't have room for you 
So you have to go there when you 're pregnant four or five months, so when you 
get there you have an interview and they will ask everything and they will also 
give you the idea. " The hospital gives you all the information, how will you do 
during your pregnancy. Here is good. Everything is done step by step. 
Positive experiences were also facilitated by a sense that the healthcare provider 
was respectful and sensitive to the needs of the woman. "A" compared her experiences 
with two doctors: 
He [the male doctor] suggested Pap test. And basically I said no. Until this day. 
Right now I have a female doctor and she never encourages Pap test. She says 
right now I am not sexually active, you don't have to. And I feel safe with her. 
Rather than the male doctor pushing me to a Pap test. 
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Neutral Experiences. Some women have had interactions with healthcare systems 
that were not necessarily good or bad but that had effects on the way they experienced 
different life events related to their reproductive health. Many of the women referred to 
the businesslike and depersonalized nature of healthcare in Canada. For Xiaoxun, the 
businesslike approach was neither a help nor a hindrance. She described the experience of 
having a breast examination or PAP test done as "neutral", something that simply needed 
to be done. Similarly, Sadia described her interaction with a pharmacist as "cold" and 
"just giving away information" however she came away from the experience feeling that 
all of her questions had been answered. Another woman described her experience of 
doctor-patient interactions in Canada: 
/ think the doctors here don't communicate very much. I mean they do it [tests] 
and then they don't call you. I guess when they don't call you, everything is okay. 
I wish it were different. I wish it were more personal because they don't treat me 
like . . . I think they treat you like a patient. There isn 't any warmth. It's one of 
those things that you just go through. I can always talk openly to them but I think 
it's their lack of warmth and enthusiasm that you just don't really want to talk to 
them, with the doctor. Because they don't seem interested in you. You 're just a 
patient. It's like, okay, here do this. And they ask you the standard questions and 
nothing more. So you know, on your part you just feel (sighs) okay, I don't really 
want to divulge anything because they 're probably not interested. 
For other women in the study, experiences with healthcare systems and providers 
that were perceived as businesslike, resulted in a lack of information and sense of control 
over their bodies and live. Datsun described her interactions with the healthcare system 
during her pregnancy in the area where she grew up: 
In terms of obstetrician care, I had all that for sure. Because it is a thing that, you 
know, like a healthcare. An obstetrician is paid by the workplace and then you 
just. . . it was more like something you just had to do because I was pregnant. 
Just following, stage 1, stage 2. It was very business like. So, ok, it's ok The fetus, 
ok. You just go home, don't worry. There's nothing like . . . there's no 
encouragement, or saying "hey don't worry, the fetus is healthy and growing well, 
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just take your time to enjoy it. " You know, nothing of that sort. So I wish I had 
learned all that and enjoyed the pregnancy, enjoyed all that. 
Negative Experiences. Some women in the study told stories about unpleasant 
experiences with healthcare providers both in their home countries and in Canada. 
Negative experiences tended to be characterized by a lack of respect for privacy and a 
sense that the healthcare provider did not take sufficient time to communicate or explain. 
Paty explained how she has a "terrible problem" in Canada because she cannot seem to 
effectively communicate with her doctor. She feels that every time she tries to ask him 
questions, he dismisses her concerns. "I say many times to the doctor but the doctor says 
no." Samar described her experience trying to talk to her doctor about menopause: 
He's not the kind of person I can talk to about these things. I don't mind to talk 
about with a man or a woman, male or female doctor, but he's not the kind of 
person to give the time for something. I start to ask him but he stopped me . . . not 
verbally but he sent a facial message that, "I have no time to talk about this. " I'm 
thinking to go now to [her home country] to ask because I'm really . . . I feel that I 
need that. It's time to meet with somebody, to acknowledge me or inform me 
about the changes that will happen. 
One woman described her experience giving birth in a place where there were 
ethnic tensions between people from her culture and the culture she found herself in. 
Making the situation worse was the fact that there was a language barrier between her 
and her healthcare providers. She described the experience: 
It was very difficult. The nurse and the doctor were not kind to my people. It was 
very difficult. The delivery room is very big, 10 or 15 women at the same time. 
And at that time, I was the only one. And no nurse, no doctor. I was afraid. I don't 
know what was happening. And they didn 't let my husband enter. Then after they 
are doing a Pap test and they said something is happening in my system. They 
didn't explain me, I didn't understand. Just that I have to eat antibiotics. Oh I was 
afraid! 
Bahra described an experience with a Canadian healthcare provider in which she 
felt exposed. After she was married, she went to the doctor to ask about birth control 
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methods. She remembered that the doctor took her into the hallway and started explaining 
in front of other patients. She recalled feeling very embarrassed by this. 
In the Canadian context, negative experiences tended to occur due to cultural 
misunderstandings, a lack of cultural awareness on the part of the service provider, and/or 
reluctance on the part of the service user to make her needs known or understood. For 
some women such as Meena, her doctor's lack of sensitivity to her cultural context has 
resulted in Meena not accessing sexual and reproductive healthcare in Canada. Meena 
said of her experience: 
Coming [growing] up in those two countries, those things are not very common 
like mammogram or PAP test is not at all common there. Here [in Canada] it is 
compulsory, it is a must. But I feel very uncomfortable going to a doctor and 
talking about it. I know I'm 43 now and I've never had a PAP test. And I have a 
family doctor of course and he asked me, did you have a PAP test? And I said no. 
He said, "What? You have two deliveries and you still didn 't have a PAP test? " I 
said no. He said, come on, I '11 fix up a date and I can do it for you. I didn't go to 
him because I feel very uncomfortable because he is a male doctor. I told the 
doctor that I knew a female doctor practicing in a walk-in clinic and I asked him 
if I can go there because I have an ethical problem and he said, "No, you cannot 
do that. " He said, "Ifyou go there, then I will disown you from having a family 
doctor. You cannot have me as a family doctor if you go to a walk-in clinic. " Then 
he [the doctor] says, "I can do it for you, maybe you can bring your husband in. " 
That's more repulsive for me (laughs). Even for delivery, they don't allow 
husbands inside [in her home country]. My sons say that this is Canada and I 
have to get used to it but because of this issue, I am not going to a doctor at all. 
So that's a big issue for me and my friends. I'm waiting to go home to get my tests 
done - to get a mammogram and a check-up. 
Bahra had a similar experience of cultural miscommunication with a Canadian 
doctor. Before she was married, she visited a doctor for an issue unrelated to sexual 
health. She ended up having to see a gynecologist for complications with her period. The 
gynecologist prescribed her birth control pills and told her that she could now be sexually 
active. She told him no and that she was not married. The doctor continued to press the 
issue. Bahra recalled that: 
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He was kind of imposing his opinion. The idea that I can be sexually active 
regardless of what my culture or principle is and assuming that's okay. It makes 
us feel awkard. It makes me feel like he's ignorant and he thinks everyone wants 
to be sexually active. 
Bahra suggested that this situation could have been remedied by the doctor simply 
changing his language and approach: 
Instead of saying you can go and start having sex now, he could have said, "If 
you want, or if you believe in sex before marriage, you can be active now and this 
will protect you from being pregnant. "Rather than saying go and you know. . . 
You don't talk as if everybody else has the same assumptions and beliefs as you 
do. Like leave space for other ideas. 
PART B. IMPROVING ACCESS TO SEXUAL HEALTH INFORMATION AND 
SERVICES FOR IMMIGRANT WOMEN 
While the first part of this chapter looked at exploring immigrant women's 
experiences related to learning about sexuality and sexual health across their lifetimes, 
the second section focuses on themes related to improving immigrant women's abilities 
to access sexual health information and services in the Canadian context. This section is 
organized into four major themes: (a) barriers and facilitators to accessing sexual health 
information and services; (b) strategies for learning about sexuality and sexual health; (c) 
issues of interest or concern; and (d) outreach strategies, suggested supports and services 
related to sexuality and sexual health for immigrant women. 
A. Barriers and Facilitators to Accessing Sexual Health Information and Services 
Barriers 
Language. Women identified language barriers as one of the biggest barriers to 
newcomer women accessing sexual health information and services in Canada. Meena 
says, "See, at least I can speak English, I can go around. But what about those people 
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who don't speak English? What if they have a problem? It becomes a big issue then." 
Sadia expressed a similar sentiment, saying that she was lucky because she knew the 
language and could ask questions. I asked Lemlem, a participant who had limited 
English, if she could ask her doctors questions about sexual health. She said, "No I can't 
because I can't explain. But I need more check-up because the breast, the uterus is 
coming bad cancer. But explain is very hard. I ask little little. I need more questions but I 
can't explain." Lemlem expressed her frustration that she could not effectively 
communicate with her doctor about the concerns she had about her reproductive health. 
Angela noted that, "When you go to Public Health, and there's ALL (participant 
emphasis) these posters... they're in English. So, what good does it do an immigrant 
who doesn't speak the language?" Another issue related to language that was identified is 
that private doctors and urgent care clinics do not provide interpreter services. The 
patient's options are to go with the language skills they possess or to have a family 
member or husband interpret for them. In this context, issues of sexual health are not 
likely to be brought up. One woman said of her experience: 
When I came to Canada, I had a session a Planned Parenthood. My husband was 
with me and he interprets. I didn 't want him to know everything. So I was not 
honest with everything. Even he was my husband. Can you imagine if it was a 
friend or just know your language? I would be more conservative to talk about 
everything. 
Difficulty Accessing Healthcare and Services. Women described the various 
barriers to accessing doctors, healthcare providers and services in the Canadian context. 
For some women such as Natalya, long wait lists and her work schedule prevented her 
from making a timely appointment with a physician. Meena indicated that she has never 
had a PAP test done because she cannot gain access to a female doctor. The shortage of 
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family doctors in the Kitchener-Waterloo area was also mentioned as a barrier to 
accessing information and healthcare. As one woman put it "You go to urgent care clinics 
when you are sick . . . but what kind of follow-up do you get from an urgent care clinic 
when it's not your own family doctor?" 
Another woman described her difficulty gaining access to services because of her 
immigration status. She said: 
/ was an exchange student [in Canada] before I decided to immigrate. And then 
the immigration process was long. . .four years. I went to agency and they asked 
for landing card. I don't have landing card. Nobody can help you because you are 
a visitor, a foreigner. 
This woman described being turned away several times from multiple agencies in 
the Kitchener-Waterloo area where she sought assistance. She explained that fear of 
rejection prevented her from seeking out further assistance. "I hesitated to go because I 
am shy. I don't want them to say, "Oh, I am sorry, I cannot help you." 
Sadia talked about the need for improved orientation for newcomers about how to 
access services in the Canadian context: 
There is a system here for everything which is great, but people who are coming 
to the country, they might not understand how the system works. The system 
would work for them as for everyone to some extent. But you need to know how 
you can use the system and that is the most difficult part. 
Social Isolation. Several women in this study mentioned social isolation as a 
barrier for women accessing information and services. Linda said, "Well, I know some of 
the women go to programs but others, they have many kids and they don't have time. 
When you first come to a country, you don't have a car and especially in winter you 
wouldn't go out with the children." A few of the women in this study described their 
experiences of social isolation within their communities. Due to language barriers and 
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having young children to care for, the women described rarely being able to venture out 
of their homes. One woman in the study who had a significant language barrier and small 
children at home was able to participate in the study only when I was able to compensate 
her for childcare. Even then, our interview was cut short because she needed to pick up 
her children. This woman said "I want to protect myself. I want to learn how I can.. ." 
but asked me, "I come here to Canada and I have small children. How can I learn about 
this (points to the sexual health poster) when I have small children at home and you want 
to learn about this? How?" Another woman with limited English described how she only 
leaves her home to go to ESL classes and then goes back home again because she does 
not have time for anything else. She commented that she does not have anyone to talk to 
besides her husband and her children. She went on to say that she would like to get out 
into the community more. Another woman described the importance of her finding 
connections in the community and participating in community life: 
When I delivered my baby, I had like, post-partum depression. I was new to 
Canada with no English and a lot of stress. I have to hold this inside because my 
husband was away working, my children to school. I was alone at home. That's 
why I insisted to find anything to do with pregnant. I found out about the Early 
Years Centre and I went there and I also volunteered at the library and all that to 
get out. Without all this, I'm sure I will be crazy. 
Not Knowing Where to Go or Who to Ask. Several women in this study 
described their arrival in Canada and simply not knowing where to go for help or who to 
talk to. This issue was of particular concern for several of the women in this study who 
became pregnant shortly after arriving in Canada. Lemlem recalled her feelings when she 
found out she was pregnant in Canada. She said, "I am not happy that day [when she 
discovered she was pregnant]. Because I am new and I don't know . . . Everything is dark 
for me and I am sad for a time." Finally after four months, Lemlem was accompanied by 
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her sister-in-law to the hospital. Similarly, Datsun experienced worry when she became 
pregnant, "When you're new to a country, you don't have an obstetrician, you don't have 
a family doctor. Then you don't know what to do next. You know, oh no, how can I get 
pregnant, what to do next? I got worried because I didn't know who would take care of 
the pregnancy for me." 
Contributing to the issue of not knowing where to ask is the fact that some 
services related to sexual health are not advertised in a way as to make women in 
immigrant communities aware of their existence. Angela commented that few people 
know that free condoms are available from the local community health centre because it 
is not openly advertised. Meena talked about wanting more information about menopause 
but she said, "I don't know anyone whom I can go and ask about all of this. Where you 
get any pamphlets about this . . . I don't know. I would really like some advice on who to 
go to and meet for talking about health issues here in Canada." Meena had never heard of 
Planned Parenthood Waterloo Region and was quite excited to hear that a service like 
that existed in the community. Similarly, when I asked Datsun if she had ever had contact 
with sexual health services in the area she said, "Like, talking about women's health? I'm 
not sure. I haven't heard of any. Are they out there? I don't know if they exist. Does it?" 
Samar recounted her experience trying to find a program to attend during her pregnancy 
shortly after arriving in Canada: 
It wasn 't easy to find, this program. But I really want it. I looked for it. I was very 
new to Canada with ZERO (participant emphasis) English but I insisted. I went to 
the YMCA, the Working Centre. I asked ESL teachers. I asked friends. Nobody 
knew. Then one day I had a classmate and her sister goes to a church and in the 
church there is a group for pregnancy. That's how. 
Lucy summed up this theme well: 
I l l 
I find it very difficult to access [services] here. Nobody told me where to go, I 
didn 't know where to go. So first, even knowing where to go is the biggest 
problem. I'm educated and I came here and I didn't even know. There is no 
roadmap. Canada is very different. [In her country] when you have a question, 
where to go, what to do, you ASK (participant emphasis) people. We don't use the 
Net. We don't use Google. And here, I was shocked. Every time you ask people 
they tell you, go to the Net! We don't know! In my country, it's not a source of 
reference. It's word of mouth. So if you are an immigrant and don't speak the 
language, that's hell! That's bad, because you don't know the language, you 
don't know the place, it is a double tragedy. 
Culture of Silence. A few of the women in this study indicated that as open as 
they perceived Canadian society to be about sexuality, certain taboos and silences existed 
within the Canadian context. One woman who was also a service provider in the 
community talked about how sexual health issues are not normally dealt with by 
community and settlement services that immigrant women access. She said, "Being in 
this business I know that settlement workers do not usually offer those services [related to 
sexual health]. It's not part of the package." Another woman noted that, "We [immigrant 
women like herself] are a lack of information. And worse for us because it is private. You 
don't go anywhere, you don't ask about it. Another woman mentioned that she had 
difficulty finding out information about female orgasm because it seemed to her like a 
topic that was not discussed. Angela summed up the apparent paradox that exists in 
Canadian society around openness to sexuality: 
I find in this culture in North America, it is SO (participant emphasis) open, 
rampantly open. What you see in movies and music videos visually things are so 
rampant. But at the same time, it [sexuality] seems to be a taboo subject. So why 
not open a dialogue? Between parents and children, between colleagues, in order 
to educate ourselves so perhaps unwanted pregnancies will decrease. People's 
acceptance will be increased. In North America it [sex] is so rampantly open in 
the media for visual stimulation but there is no follow-up with parents or teachers 
to discuss what people are seeing in the media. 
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Focus on Others. Women in this study, particularly mothers, talked about how the 
health and well-being of their children and families came before concerns for their own 
health. One woman said, "I want to know about information but I didn't read. I am busy 
with my son all day. If he sleeps, I have to clean, cook." When I asked women about their 
current sexual health concerns, many stated that they were not so much concerned about 
themselves as the education of their children. One woman summarized the theme of 
'focus on others' well in describing her experience after her divorce: 
The first few months or few years, I feel just numbed. . . you worried about your 
problems, how to solve it. . . how to make your kids well and this and that. But 
after that, you need time and now I feel like I need time for myself. I need 
somebody in my life. But when you have children it's hard. 
Another woman talked about how this focus on others can lead some women like 
herself, to put on masks and appearances to give the illusion that everything is okay: 
Women, and women who are mothers, we tend to keep the impression in front of 
everybody that everything is fine. No matter what you are going through, no 
matter how much you are suffering or how many problems you have, everything is 
fine. So most likely you are not going to talk to anybody until it is too late. 
Similarly, another woman said, "Back home, you take care from everybody but 
you don't take care of yourself." 
Shyness or Embarrassment. For many women in this study, shyness and 
embarrassment impacted their experiences accessing sexual health information and 
services. Meena indicated how the shyness and embarrassment she experiences around 
issues of sexuality creates challenges for her. She said, "I feel very embarrassed going 
and buying sanitary napkins because all the salesmen are men." To get around this 
obstacle, Meena often sends her son to buy these items for her. I asked Martha, a young 
woman who had grown up learning "nothing" about sexual health and who indicated her 
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desire to know more, if she ever looked for information about it. She said, "No, I just talk 
to my family doctor about the medicine." When I asked her if she felt comfortable asking 
her doctors questions about the things on the poster she laughed and shook her head, "Ah 
no! Is a scared!" Another woman commented, "So it's still a barrier that women don't 
talk about it. Unless you are very liberal and you grew up in a liberal society and there is 
nothing to worry about talking about things like tha t . . . most women would probably be 
shy to talk about it [sexual health issues]." She further suggested that stigma around 
issues such as sexually transmitted infections cause women embarrassment and prevent 
them from accessing services. 
Cultural and Religious Factors. For many of the women in this study, cultural 
and religious factors played a large role in their experiences accessing sexual health 
information and services. For Meena, not being able to see a woman doctor prevented her 
from accessing reproductive health services in Canada altogether. Angela commented 
that some immigrant women might have fewer people to talk openly about sexual health 
issues with for fear of being perceived by another member of her community as breaking 
cultural or religious taboos. Similarly, another woman commented that, "And with the 
language barrier, how you going to talk with someone else with someone who comes 
here and we know each other. Because if I know somebody, it has to be kept secret. But 
who knows if it will be kept secret?" Another woman described her experience in Canada 
going to a pharmacy to purchase the morning after pill. She remembered bumping into 
another family from her country of origin and having to wait until they left to approach 
the pharmacist. She remembered thinking, "I am a visible Muslim woman and I'm 
standing there asking for the morning after pill (she laughs). What kind of message am I 
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sending to them? "She summed up this theme well, "Well, I have mental barriers to it. I 
just can't shed... I just can't unlearn everything that I learned all of my life. It will 
probably stay. I don't think it will go away so easily (laughs)." 
Facilitators 
Access to Informal Sources of Information. For these adult women, the role of 
informal sources of information about sexuality and sexual health were of central 
importance to their ability to access information. Due to long wait times to see a doctor, 
women commonly turned to books, magazines, the Internet, and other women in their 
community as an alternative source of information about sexual health. 
Multiple Points of Access in the Community. For women in this study, having 
multiple points in the community to access information was important for their learning 
and to their ability to obtain services. As places to connect with information and services, 
more than one-third of the women in this study mentioned English as a Second Language 
(ESL) classes. Well over one-half of the women talked about accessing settlement and 
other community services in the Kitchener-Waterloo area such as the Multicultural 
Centre, Planned Parenthood Waterloo Region, Kitchener-Waterloo Downtown 
Community Health Centre, Focus for Ethnic Women, The Working Centre, the Early 
Years Centre, and the YMCA Cross Cultural Community Services. Almost one-half of 
the women mentioned connecting through local community centres, more than one-half 
of the women mentioned doctors and healthcare providers and one-third of the women 
talked about faith communities as important points of access. 
Nadia suggested that, "In the schools or in the community centres, ESL classes . . 
. women come from different countries. These places are good places, you can meet 
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people." Maria remembered that when she came to Canada she was very much connected 
to community centres. She said, "When I came, I was able to connect with the outreach 
worker at the community centre and I accessed some programs for my children." She 
continued, "I think family doctors should also be a piece of the chain - with the changes 
in your body, with the problems in your body, with the sexual health education." Datsun 
recalled her settlement experience, "We were left very much on our own. We went to a 
church group and got more information of where to live and looking for work. It was all 
through the church group." Despite having several places to connect, the women in this 
study suggested that sexual health was not typically an issue that was dealt with outside 
of specific sexual health services such as Planned Parenthood and Public Health. 
Choice and Flexibility in Healthcare. Flexibility and choice in healthcare 
emerged as one of the primary facilitators to the women in this study accessing sexual 
health information and services. This theme centered around women having access to 
female doctors. For some women, seeing a male doctor was not a problem despite 
cultural taboos. Nadia said, As long as he's a good doctor, it doesn't matter to me." For 
other women like Meena however, not being able to see a woman doctor prevented her 
from accessing reproductive health services in Canada altogether. Sadia summed up this 
point when she said that not being able to access a female doctor is, "a HUGE thing for a 
lot of people (participant emphasis)." She continued: 
Don't think they 're doing it just because of their cultural values . . . think this way 
. . . they [women] might not be able to open up in front of an opposite sex medical 
practitioner, a man or a woman, so it means that they will not get appropriate 
healthcare because of that barrier. So if you think this way then you might not feel 
that bad. 
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Empowerment though Openness and Communication. In their narratives, women 
indicated that openness and communication were important factors in women being able 
to access sexual health information and services. Sadia talked about the reluctance of 
some women to ask for what they need. She suggested: 
If a settlement worker can say, "It's okay, you can ask for a same sex medical 
practitioner, that's not a big problem. " So just empowering people. It's important 
to make change on a systemic level too but it's going to take a lot longer. It's not 
going to happen over night but if you can keep working on that at the same time 
you are empowering people. . . you are teaching them how to question, how to 
stand up, how to get information, how to advocate for themselves. 
One woman talked about how having certain words and vocabulary that she 
learned through a program for newcomers assisted her in getting the services that she 
needed without the assistance of an interpreter. She also talked about the importance of 
other forms of communication: 
What I believe is language is not just verbal. You can understand from facial, 
from tools, from gestures, from picture, you can understand. Because when I was 
pregnant, I didn 't know English but I knew many words about pregnancy. So 
when I was with my family doctor and I want to tell him something, I couldn 't say 
complete sentences but I could express my idea, my concern, my question by using 
those words I learned. I had good communication with my family doctor. I didn't 
need my husband to be with me. Because most of the time, I was able to 
understand what he wants to tell me and when I ask him some concern or 
question, I was able to communicate. 
Privacy. Many women mentioned privacy as an important facilitator to accessing 
information about sexual health. Sadia described an experience with a service provider in 
which she felt exposed while he was relaying information. She said, "There is no privacy. 
Like he [the service provider] was away from me and I was over here and it's not like he 
came closer to me when he started talking. So I fel t . . . it would have been better if there 
was some privacy." Sadia continued to say that, "It's a cultural thing. Not everyone is 
like me but for me it was important to have privacy because I grew up like this. Bahra 
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recounted a similar experience at a doctor's office. The doctor started describing birth 
control to her in front of other patients and this resulted in extreme embarrassment for 
her. She suggested that this situation would have been easily avoidable if the doctor had 
simply taken her aside before having the discussion. 
Social Networks. The stories that women told indicated that social networks were 
a critical factor in facilitating women's access to information and services related to 
sexual health. Xiaoxun indicated that, "We talk about it among friends and when a friend 
says they have a sexual health problem, I often push them to go see a doctor." Meena 
talked about the integral role of trusted women within the community who could refer 
women to other sources of information. Datsun noted that friends played a critical role in 
helping her to access services in Canada during her pregnancy: 
I talked to friends. I said, I'm pregnant, what to do? You know, like I want 
information on this and that. So, yeah, just having talked to friends who have 
lived here for a long time. They say, oh, you have to go and get family doctor first 
and then they refer you to obstetrician and all that. So I just found out slowly, like 
information gathering in a new place. 
Similarly, Linda commented that: 
When you are pregnant, you are also looking for someone. You know, when you 
are going out to work and you will see someone who is pregnant too and you will 
talk. And you will exchange information and they will tell you this too like how to 
register on the internet and you get a coupon for formula. Information like this. 
Because I like to talk to women and exchange information for those kind of things. 
You don't like, go and talk to doctor but you like to ask, "Okay, you are pregnant, 
do you feel that too? "And if they say yes, you think, okay. And you are reassure. 
B. Strategies for Learning about Sexuality and Sexual Health 
Throughout women's narratives, patterns of active and passive information 
seeking and gathering strategies appeared. For the women in this study, strategies varied 
throughout their lives depending on factors such as the relative influence of cultural, 
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societal, and religious mores on attitudes, beliefs and behaviour, the sense of immediacy 
of acquiring information or services, and the perceived barriers and facilitators to 
accessing information and services at any given point. These strategies are important to 
consider in light of attempts to improve access to sexual health information for this group 
of women. 
Active Strategies. For some women, actively seeking out information that they 
wanted or needed about sexuality and sexual health issues was not a problem and 
something they engaged in when the need arose even despite cultural taboos. Many of the 
women in this study including Xiaoxun, Natalya and Meena recalled seeking out books 
about issues of sex, sexuality and sexual health at various points in their lives. Meena 
talked about searching out and secretly reading romance novels with her friends to find 
out about the sexual scenes. One young woman described looking for a video to watch 
about the act of sexual intercourse after she turned eighteen: 
/ watched a video when I was 18. I'm interested. I'm sure everyone is interested 
in that age. I was still so young so I went to the store with my aunt and I rent a 
video. I'm lucky that I have an open family. My aunt will say, It's so bad to look 
at but I just tell her that I'm 18 years old and I need to know what is this. So that 
is a kind of education I think. So I just watch with my aunt and grandma (laughs). 
She said, "It's so BAD! And you 're so young!" But I just proceed to tell her. . . 
that's okay. Actually, I think it's good for me. Because you know what it is and 
one day when you make it [have sex], you are not afraid. So I think it's a good 
thing. 
Passive Strategies. For some women in the study, social, cultural, religious, and 
personal reasons prevented them from actively seeking out sexual health information or 
services. Despite shyness, embarrassment or cultural taboos around the issues, women 
gathered information in different ways. Rani described sitting in a group setting and 
listening to her friends discuss issues of sexuality: 
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/ was shy. I used to enjoy, you know because they were so comfortable talking 
about it, certain ethnic groups were comfortable talking about it, but I wouldn't 
share, I just listened (breaks into laughing). And certain girls were very open 
about it. But I wasn % I was very shy. 
As in Rani's experience, "A" described how she does not actively look for 
information about sexuality or sexual health, "seek it or go the extra mile" but if she 
comes across it either in magazines or on television she will engage with the information. 
She said, "I wasn ' t . . . the kind of person that was very curious. But if I came across 
books or T.V. show, I never really ignored it as well. So I taught myself as much as I 
could." "A" suggested that women from cultural backgrounds that have many taboos 
around issues of sexuality such as her own might not actively engage in seeking out the 
information that they need. She further suggested that like Rani and herself, many women 
learn about sexuality issues simply by listening to other women talk about them. She 
said: "Some cultures are shy about, some are not. So the ones that are not shy about 
asking questions, ask the questions probably the other ones want to ask. And they listen 
and they learn through the whole conversation." 
C) Areas of Interest or Concern 
Topics of Interest 
The issues and topics that arose throughout the interviews ranged from things 
such as reproductive health to issues of sexual desire, pleasure and sexual practices. 
Different women identified and focused on different issues. The discussions that I had 
reflected the broad range of topics that women in this study considered important to their 
sexual health. When I asked one woman to describe what sort of information she thought 
would be helpful, she replied: 
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We have to know. . . to be able to recognize our parts [reproductive parts]. Not 
with difficult words but simple, informal. And to learn how important you are and 
to take care of yourself. How you are teaching kids. How to deal with the 
emotional side of sex. And if they don't want to have a baby, how they can start 
taking the pills and start taking care of herself. And the sexual feeling,we have to 
know. Because some women have never felt orgasm. Women have to talk to each 
other because just because a man has a desire to have sex, it doesn 't mean the 
woman has to. And physical affection. That is very important. We need affection. 
And menopause. You have to teach what is menopause. When you go to the doctor 
they explain general things but they don't eplain to you. And sex in later life. The 
sex is not only intercourse you know. The issue of sexual orientation is very 
difficult too. But I am learning a lot. It's nice to have a support for women. 
Reproductive Health. Many of the women agreed that having more information 
about women's sexual and reproductive health would be helpful. Xiaoxun indicated that, 
"I would like to know more about breast cancer, cervix cancer... how do you get this 
disease, how do you protect yourself from this disease and how do you get treatment?" 
Similarly, Nadia indicated that as a woman and a mother, cervical cancer was something 
she was concerned about. Ruby noted that these things were not something she had a 
chance to learn about before coming to Canada, "I want to know exactly about the 
wellbeing of our bodies (points to picture) because we have to know, our uterus, our 
ovaries, what it will be if we have a problem." 
Intimate Relationships. Women talked about the importance of information about 
intimate relationships. When asked what topics would be important to discuss with 
newcomer women, "I would like it for sexual relationships. Because for be happy with 
the husband or with the wife. How is the best way for being together, relaxing, not 
fighting." Similarly, another woman said: 
The relationship, the partnership between man and woman, especially with 
having the sex. So when they go to practice, they have high spirit, like, they feel 
good about it. If my husband yells at me and puts me down and then says come 
here I want to have sex with you. . . I don't want. So teaching that relationship 
dynamic is important so that the sex life is going well. 
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A few of the women talked about the stress that the migration experience can put 
on a marriage and how this was something that should be discussed. One woman 
described healthy marital relationships as "part of family health." 
Many of the [newcomer] families, this is something we share . . . about sexual. 
Both men and women, they don't like to have sex, they just sleep. Maybe for first 
or second year. And they don't know why. I still don't know why. I had no sex 
with my husband, maybe once a month during the first year. And a lot of stress 
and arguments. The woman and man hold their anger inside. 
Contraception. For a few women who were in their child-bearing years, 
contraception was an area that they desired more information about. For example, 
Lemlem was not satisfied with one form of contraception that she had been using and we 
had a brief discussion about other methods that were available. When I pointed to the 
picture of birth control pills and described taking a pill every day, Lemlem indicated that 
she had not heard about this before. Several of the women talked about using the "rhythm 
method" or "natural" method of birth control. For some women, this method worked fine 
but others found that it did not work for them. One woman who became pregnant using 
this method said, "I use only natural control but it doesn't work for me because my 
period is not regular." 
Teaching Children. For many of the mothers in this study, how to teach their 
children about sexuality was a big concern. For some women such as Lemlem, this was 
their primary concern related to sexual health. Women talked about the challenges of 
raising their children in the Canadian context. The issue of how to balance the desire to 
pass along cultural values and beliefs related to sexuality with the needs of their children 
living in Canadian society resulted in several women desiring more information and 
support on how to deal with these issues. 
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Desire and Pleasure. For women in the study who were married, sexual desire 
and pleasure were issues that raised questions for them. One woman talked about the 
desire to learn more about how to achieve orgasm. Another woman recalled talking to her 
doctor about the safety of certain sexual activities such as anal sex. Still another woman 
wished to find out more information about how she could please her partner. When I 
asked another woman what kinds of questions come up for her about sexual health she 
said, "Orgasm and masturbation. Sometimes we are taught that masturbation is no good 
for us but I know here, that's normal. You know, for us, I was thinking that masturbation 
is no good for us, that it's just for men. But it's not." 
Menopause. Several of the women in this study were either experiencing 
menopause or anticipating the experience. These women talked about wanting more 
information about this event in a woman's life. When I asked Xiaoxun if she felt that she 
had enough information about menopause, she said, "I have a lot of questions about this. 
Yeah, for example, no sexual desire, bad mood." She expressed disappointment that there 
did not seem to be any kind of medication that was effective in helping her with the 
adjustment. Similarly, Meena said, I have a lot of questions about this [menopause] 
because I am not aware of anything. Samar said, "I tried [to look for information about 
menopause] but I wasn't successful. I want to know more information about this issue. I 
tried to find some like, programs to go or somewhere in the library but nowhere. I tried to 
ask my family doctor to refer me to a woman doctor but he wouldn't. I have many 
questions." 
Women's Rights. A couple of the women in this study mentioned that women's 
legal and human rights related to sexuality were important to educate newcomer women 
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about. One woman commented on this after noticing that this topic was absent from the 
sexual health poster that I presented. She said: 
/ think it is important to have some kind of legal information because coming from 
different backgrounds, you may think that some things are just not right and it 
may be different here. For example with birth control, pregnancy . . . you might as 
well talk about for example, abortion. How many women think it's not even 
allowed here when it can happen legally in a clinic or things like that, right? 
She continued: 
Some cultures like mine, women if they are married, they 're not supposed to . . . 
and I'm talking in general. . . women are not supposed to say to their husband, "I 
don't want [sex] tonight, or, "Ijust don 'tfeel like it. " If he wants, then you have 
to because you 're the wife and he's the husband and then you 're supposed to. And 
that's cultural. And even if you want to, and basically they 're forcing you, that's 
not considered anything you can go and report or you can call somebody and say, 
"See what he did to me? " So even if nothing is happening in the relationship, it is 
an open door to abuse. So it is important that women know that legality [in 
Canada] just in case they need to know. 
Sexually Transmitted Infections. Due to strong cultural and religious mores about 
sex within the context of marriage, many of the women in this study indicated that 
sexually transmitted infections (STI's) were not something that they worried about, 
thought about or discussed. However for other women, STI's were a big concern. One 
woman talked about her lack of knowledge at one point about the way that STI's were 
transmitted through various sexual practices. She remembered asking her doctor if AIDS 
could be transmitted simply by engaging in anal sex. Another woman indicated that she 
wanted to protect herself and desired to know more about infections. 
Influence of Current Life Context 
When I asked women to talk about what kind of sexual health information and 
services would benefit them, some of the women replied that they felt that they already 
had enough information about these issues. One woman said, "There isn't anything. All 
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the stuff here [on the poster] I went through (laughs). Life teaches too. I had babies, I got 
married... there isn't anything that I would ask about." A few of the mothers indicated 
that they were more concerned about their children's sexual health education than their 
own at this time in their lives. Some of the older women in the study suggested that the 
time in their lives to be concerned about these issues had passed and they occupied 
themselves with other interests. "Earlier in my life, they [sexual health issues] used to 
come up a lot. But in each stage of your life you go in different directions." A few of the 
women who reported that they were not currently sexually active said that these issues 
were not of present concern for them. One woman said, "Right now I don't ask much 
questions [about sexual health]. I'm not sexually active right now so I don't have 
questions." 
The Need for Information 
Many of the women in this study indicated that there were issues related to 
sexuality and sexual health that they would like more information about. Even the women 
who felt that they personally did not require further information talked passionately about 
the need and importance of women having access to information about these issues. 
When I asked one older woman who indicated that she no longer needed sexual health 
information or services what made her interested in the study, she said, "I think it's great 
that you're doing this. I think it's something really good. You must work toward the 
immigrant women when they come. Because it starts there. They have to be given this 
information when they come into the country. It is a must." This woman told me after her 
interview that she felt these issues were important and she hoped that her participation in 
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the study would somehow benefit other immigrant women. Similarly another woman said 
she wished to participate because: 
/ am a woman and for me, I suffer many things and I don't want other women 
suffering these things. And I see other women suffering a lot and I would like them 
to have some help. And for me too. I would like to learn some stuff and participate 
in these programs that would help them to come out and show understanding. We 
can talk together. 
The availability of information about sexuality and sexual and reproductive health 
was a big concern for the women in this study. Maria described the importance of women 
being able to make informed decisions about their sexuality and sexual heath: 
If you have the knowledge, if you have the information that you require, then it's 
your decision. Because I'm thinking when you have information — it doesn 't matter 
how young you are - but if you have the right information, if you have things put 
in front of you, depending on what point of view you bring to it - either the sexual 
health, medical point of view or your beliefs or religion or your family - but as 
long as it is clear on why you shouldn 't or why you should, then you are able to 
make your decisions. But when no one is talking about it, when no one is saying 
anything about it, when you just have an idea of things, then you can't think 
clearly. 
Angela passionately described her belief in sexual health education as a means of 
empowering women with the ability to protect themselves as well as providing women 
with different options and possibilities related to their sexuality: 
I guess for me right now personally, as a mom with two sons, education . . . it's 
all about education. Be it education to accept yourself your sexuality. Education 
also so that once you do become sexually active, you protect yourself be it from 
STD 's or unwanted pregnancy. Education so that unlike our foremothers were 
taught, sex is not all about procreating for future generations. We as a woman 
have the right to enjoy and have orgasm and that it's okay for us to masturbate, 
self pleasure. 
Balijca also had very strong feelings about the need for women to be informed so 
that they could protect themselves: 
We have to make the women [aware] that they have precious life and they are 
taking care their body. And about how important to take care of your 
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reproductive system. I was talking to a lady and she doesn 't go too often to see the 
doctor and when she went the doctor told her they had to remove the whole thing 
[her uterus]. It happens a lot with the cancer. We have to take care of ourselves, 
to prevent. 
About the issue of sexually transmitted infections, Nadia commented that: 
Some people, they just know about it but they don't know what it is or how to 
protect themselves, or they don't want to say it. So there has to be somebody 
telling them about them, what they are, how to prevent them, if you have them, 
how to get support. 
The notions represented in this theme were passionately summed up by one 
woman who reflected on the implications that a lack of information about sexuality and 
sexual health had on her life: 
Do you have any idea how many things I could have avoided, how different things 
could be [if she had the information then that she does now]? And not that I regret 
my life, I love my children. But it has been extremely difficult. And too much 
suffering. Too much sadness throughout the years. 
D) Outreach Strategies, Suggested Supports and Services 
Outreach Strategies 
When I asked women to talk about ways to reach new Canadian women and how 
to make information about sexual and reproductive health available and accessible, 
several ideas emerged. The importance of different outreach strategies and connecting 
with women in the places they are at was summed up by Meena: 
There are a lot of things that government has made available but people are not 
aware of it. And you come to find out about it and you feel, wow! And these are 
amazing, I never knew all these things. 
Multiple Forms of Information. Women talked about the notion of having 
information available in multiple forms throughout the community. Many of the women 
talked about the usefulness of written communication in the form of pamphlets and 
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information brochures. Meena suggested that pamphlets indicating different sexual health 
and general health resources in the community be distributed to community centres. The 
Internet was also identified as a very useful resource because it offered privacy and could 
be accessed from the home. As a mother of a young child who found she had limited time 
for herself, Ruby talked about the value of websites and email communications. One 
woman suggested having as much information in a variety of formats available 
throughout the community as possible. She used her own experience with domestic 
violence and how she eventually got help as an example of the importance of information 
availability: 
/ think any form of communication — written, verbal, groups, ANYTHING works 
(participant emphasis). Because if I go back to the time [for her] when you don't 
talk about it, you don't mention it, you don't even look at books on that thing. . . 
But I remember one time, I was sitting and waiting for an appointment and there 
was a piece of paper on the table, and still I was married here in Canada and I 
was going through so many things that I didn 't realize I was in the middle of 
something. . . I just thought, that this was my life and I had to take it. And again, 
the fears of who would want me with children? I might as well take it until I can't 
take anymore. So I was sitting and waiting and I grabbed the piece of paper and I 
started reading and I panicked and I started crying because it was a list of things 
to identify abuse in a woman. And when I started reading I started thinking, this 
cannot be true . . . this is me all over here. What do I do now? So that's what I'm 
saying, any form, any publication, any piece of paper, any flier, that a woman 
could access, it's important. Because not always . . . even at that point it took me 
one year, one more year to do something about my situation. But at least it was a 
flag. I didn't want to go to talk to my family because what was I gonna say, "Uhh, 
hello another failure!" So I wanted to handle it on my own and I didn't want to 
talk about it with anyone. And this is something I think is very important. 
Bringing it back to other sexual and reproductive health issues, this woman 
commented that as much information as possible on these topics would be beneficial so 
that women could feel comfortable talking to their doctors and searching for resources on 
these issues. She said, "Sometimes it's about just putting it out there." This woman's 
story illustrates how important it is for women to have various sources of information and 
support for dealing with sensitive and taboo issues that might create a sense of shame or 
embarrassment. The reflection of issues that women might be dealing with in their lives 
within the community is an important method of helping women to recognize and 
acknowledge these issues in their own lives, normalizing their experiences, and 
encouraging them to seek services or support as the need arises. 
The Value of Settlement and Community Workers. Settlement and community 
workers were identified as important resources and points of access for new Canadian 
and immigrant women. Bahra suggested that settlement workers could play a vital role in 
connecting women to information and services. She suggested that they could become 
more intentional in their work in addressing sexual health issues with clients and 
informing women about the sexual health services that are available in the community. 
She further noted that settlement workers could be involved in connecting women with 
other women in their community who might be experiencing similar life events such as 
pregnancy. Bahra explained that connecting people plays an important role in 
"snowballing" information. Similarly, Maria suggested that social workers could go the 
extra step to just make women aware of what is available, to "make that first click." She 
also talked about the concept of snowballing information within the community: 
Like you know there are many events in Kitchener- Waterloo. A booth . . . maybe 
you will get three women approaching you and maybe those three have ten 
friends. Like I said, community centres, maybe not so many women are going to 
them but if you make a nice event maybe once a month and then maybe they get 
engaged and they will come back. 
Meena recommended that community and health workers make frequent visits to 
community centres and places where women gather to at least make women aware of the 
129 
services that are available in the community. She suggested that interpreters should be 
used if needed. Further, Meena noted: 
There should at least be a person to talk about health issues. YMCA are the 
places where all immigrants first go to seek about what to do next. That's one of 
the first things we all go. What if people come with some Gynac problems already 
and they want a follow-up? There are some sensitive issues, sexual health issues, 
what if I want an abortion? There are a lot of questions. I think you need that 
[somewhere to go for information] for immigrant women especially. 
Places of Worship. Places of worship were identified as another important 
resource and point of access for immigrant and new Canadian women. Nadia suggested 
that even women who were typically isolated within their communities tended to join in 
religious gatherings and celebrations. Several of the women in this study suggested that 
places of worship also provided a space for women to discuss issues of sexuality and 
sexual health within the context of their belief and value system. One woman noted that: 
/ think places of worship are important. There's always somebody in a place of 
worship who you can approach and talk to about these things [issues of sexual 
health or sexuality]. You may get regrets from some people but you try to find 
someone else. We have a group of women at our church for example who gets 
together to talk once a week. We could for example, have information on a certain 
topic that we could probably include into our religious context but still covering 
the information that needs to be covered.Because the beliefs need to be respected 
too. 
Similarly, Sadia talked about the importance of religious and cultural perspectives 
in providing sexual health education to diverse groups. She described her own 
experiences using the Internet to search out North American and European Islamic sites 
that dealt with sexuality because, "they are trying to discuss, talk about, explore, provide 
resources about Muslim children growing up in non-Muslim societies." She said, "We 
need different resources to survive in this society." 
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The Role of Government. Several of the women wished for an increased 
government role in settling newcomers. Lucy wished for some kind of government 
package that would be distributed to all newcomers upon their arrival in Canada that 
described the services and places to connect within the local community they were 
arriving in. Rani recommended that: 
Government should give them all that [information about services]. You see when 
we came we didn 't know about all this Multicultural Centre or YMCA. We didn 't 
know anything about these services. If all this information had been given to us, it 
would have been so much easier. Unless new immigrants are connected to these 
service, the person is at a loss. 
Suggested Supports and Services 
The women in this study suggested several ideas for improved supports and 
services related to sexuality and sexual health for new Canadian and immigrant women in 
Kitchner-Waterloo. Many of the ideas focused on meeting the needs of women where 
they are at. Angela commented, "Gotta have information. I'm going back to education. 
Educate us. Until we become to the point were we can learn through English, educate us 
in our own language." 
Peer Support Groups and Networks. Many of the women in this study agreed that 
peer support groups and networks were one of the most valuable ways of connecting with 
women and distributing relevant information within a cultural and linguistic context. 
Meena commented that, "[Women's groups] would be really helpful. That's when you 
can share with others your own age." Balicja noted that, "It would be nice to support each 
other." Ruby said of peer support groups: 
/ want to attend. Like to join like a program but I don't know where, like where to, 
how to join. About children health, reproductive, like uterus, ovaries. How to 
prevent. I think we need because we came from . . . and if we know, we can 
explain the others who can't speak English. 
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Several of the women talked about the need to involve leaders within different 
ethnic and linguistic groups in the dissemination of information and support. Xiaoxun 
explained: 
This is my idea. Each ethnic community should have their own leaders. One or 
two leaders, female leaders. And then they would have casual meetings and in this 
meetings they can pass information along about sex, sexual relationships, how to 
protect yourself, how to prevent sexually transmitted diseases and it should be all 
done in the language that the women are comfortable in. 
Nadia talked about the value of peer support in light of the limitations on the 
healthcare system and in light of the way that women communicate with each other. 
Doctors don't have time, we are short of doctors here . . . sometimes like those 
meetings, discussion groups for women. And then women can express themselves 
more openly, they can ask questions. They prefer to ask women like them, even if 
it was nurses if they have time they could talk to them. Or even, sometime in 
hospital, like groups of women, they can teach them. 
Angela noted that the notion of providing sexual health education to newcomer 
women in the format of community events and peer support groups was, "really 
wonderful" but that it had to be "ongoing" and "not just a one time thing." 
Finally, Balicja suggested that, "we have to work with men too, not only women." 
Several women in this study suggested that focusing on the sexual health needs of men 
was important not only for men, but for women's sexual health as well. This notion was 
brought up by the women who attended the follow-up focus group and expanded upon in 
discussion. The women explained that men needed to have knowledge about and 
understand issues related to women's sexuality, particularly in regard to women's sexual 
rights, sexually transmitted infections, communication in a sexual relationship, and 
recognizing women's desire and needs. 
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Using Existing Resources and Networks. Several of the women talked about the 
existence of resources and networks in the community that could be built upon. The 
sexual and reproductive health sessions that Planned Parenthood Waterloo Region 
currently runs as part of programming at YMCA Cross Cultural Community Services and 
in ESL classes within the Kitchener-Waterloo community were mentioned several times 
by women as a useful and effective way to make sexual and reproductive health 
information available. One woman talked of an existing multicultural group at YMCA 
Cross Cultural Community Services: 
Once they [women] agree to participate in the women's support group, I find it 
very helpful. They like it and they don't miss it. And just to blend in Planned 
Parenthood, it was a terrific idea. And they [the women] really enjoy. The whole 
session supposed to last for 2 V2 hour and they want to talk for that whole time, all 
the questions they have. And even we mix different cultures, we don't only focus 
on one ethnic group. So when we mix. . . some cultures are shy about, some are 
not, so the one's that are not shy about asking questions, ask the questions 
probably the other ones want to ask and they listen and they learn through the 
whole conversation. So it was very helpful. 
Similarly, Balicja talked about the need to use existing resources within the 
community. 
You know, you have to go where the people are because some people are not 
going to see you. Sometimes they are very isolate, they don't want to talk with 
anyone. They are interested but. . . So sometimes they are running groups, groups 
that are already running and you can invite someone to talk. There is a teacher at 
Laurier and she is teaching women's issues too. 
Collaboration and Resource Sharing. The notion of collaboration and resource 
sharing amongst immigrant serving agencies within the Kitchener-Waterloo Region was 
mentioned as an important component of effective service provision. Sadia suggested that 
connections between settlement workers and hospitals should continue to be developed. 
Angela suggested that community and health services, "CONNECT (participant 
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emphasis) with you partner agencies. Link with everybody and provide an open forum . . 
. education sessions or workshops, language appropriately." She said of the already 
existing initiatives in the community related to immigrant women and sexual health 
education, "I am very excited to hear this. I think professionals should look into 
partnerships with Planned Parenthood, Public Health and ESL schools to expand on this." 
Making Information Accessible. The women in this study talked about the need to 
make information and services accessible to diverse women. Privacy and discretion were 
discussed as being very important to facilitate women accessing information and services 
related to sexual health. Maria commented that: 
It has to be more friendly. Like for example, registration for [health] fairs. Maybe 
you don't have to say, "I want to register for the prenatal health fair, maybe I can 
say, "Can I talk to so and so? " And it could be for many things that you 're 
talking to so and so but once you talk to so and so, you tell them that you want to 
register for that. Maybe she doesn 't want anyone to know that she wants to 
register for planning a pregnancy . . . so make it more friendly or with someone 
the person can reach or an extension they can call or I don't know. . . but make it 
a friendly environment. 
Sadia suggested the need to approach the issues in different ways so that women 
would feel comfortable: 
So maybe you could say, "Come and share traditional drinks and talk to women 
like you. " So they would have tea and coffee and then there would be a guest 
speaker to talk about women's issues and where to access information. You have 
to try different approaches to see what works. 
Balicja noted that language was an important thing to consider when 
communicating information about sexual and reproductive health issues. "I was thinking 
maybe you could have some... because sometimes you have to have like information 
sessions but informal sessions and use not technical words, a conversation." Similarly, 
Lucy spoke to this issue: 
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So I'm wishing there is a package for new immigrants, simply, no complicated 
books. So spelled out. . . tell me something firmly like, there is no healthcare in 
Canada for the first three months after you arrive. There should be guidelines d 
explain it in a language that people can understand. Don't imagine everyone is 
Canadian. 
Challenges 
The women in this study discussed several challenges that they anticipated in a) 
reaching new Canadian women in their communities and b) providing effective 
information and resources. 
Time, Money and Resources. As with any community service, commitment in the 
form of time, money, and resources are required to sustain these efforts. For the 
immigrant community, these resources include funding for training as well as for 
interpretation services which can be quite costly. Angela, an immigrant woman who is 
also involved in providing services to newcomers, compared the current state of adult 
sexual health education for new Canadians in Kitchener-Waterloo to the state of mental 
health education for this population in the area. She said, 
I'm going out of the subject [of sexual health] to make a point. We [the immigrant 
serving community] realized that because of the trauma that a lot of refugee 
claimants have gone through, there are a lot of mental health issues. We had to 
fight for it, to find funding to train people from different parts of the world, 
specifically about mental health, and how to counsel people in their own 
language. It cost money. It cost a lot of time and money. So again, this is not a 
short term goal, it's more long term. But we need to educate people who are 
available who are fluent in languages other than English to promote such issues 
to their communities. A lot of immigrants come from a WEALTH of knowledge, a 
WEALTH of experience, a WEALTH of education that are not being utilized here. 
So in the process of talking and educating those people, who knows what kind of 
ideas those people may bring as to how we can reach the target population. . . 
about how to get this information out. 
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With regard to time and resources, Sadia talked about the challenges that arise in 
delivering comprehensive services to newcomers because of the overburdening of the 
system. Of settlement workers, Sadia said: 
It can be an appropriate source of information. Does this mean the settlement 
worker would need some form of special training? Yes, might be. Not everyone is 
comfortable, not everyone knows how to talk about these kind of issues. But then 
we are thinking specialized settlement workers, workers that are there to help 
with healthcare issues - this is too much to ask from a settlement worker that you 
are going to connect them with employment, with school, with housing and 
healthcare So maybe it's too much? 
Language. The women in this study identified a few language related barriers to 
providing sexual and reproductive health education and services to newcomer women. 
The first was simply the language barrier that exists between a client and service provider 
who do not speak the same language. A lack of funding for professional interpretation 
and translation services was identified as exacerbating this issue. Women are often left to 
rely on family members or marital partners to assist them in a healthcare or community 
service settings. Xiaoxun, a non-English speaking woman who participated in this study 
with the assistance of a professional interpreter, suggested that even when professional 
interpretation services are available, "It is not easy to talk through an interpreter. Some of 
the information would be lost and people won't be too comfortable with an interpreter." 
Another issue related to language that was identified is that some women might 
be illiterate even in their own language, making any form of written communication 
ineffective. Language and communication become obstacles in themselves in this 
situation. 
Social Isolation. The social isolation that some new Canadian women experience 
in their communities was identified as a very challenging issue in the service of 
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newcomers. The restrictions that some agencies experience on who they are able to serve 
can exacerbate isolation due to language barriers. One woman who is also a service 
provider noted that: 
It's really hard to recruit people. Sometimes it's hard for any workshop, not only 
sexuality. But once they [women] agree to it, the women's support group, they 
enjoy it and don't miss it. The education is very important. But sometimes we feel 
quite helpless, we don't reach every woman with the support group. We only 
reach for now women with Level 3 English and up. We don't have funds to take 
care of children. So it feels like we are excluding them and those women also need 
help as much as other women. Or they might even need more help than the 
woman who is independent and can go around the city. The one who is stuck at 
home. So there must be some way to reach them whether through public health, 
one-on-one going into the home, outreach. 
Nadia spoke to the issue of social isolation as well and provided ideas for how to 
reduce this barrier: 
I know it's sometimes hard to reach those people [with a language barrier] 
because some of them don't go to school, they stay at home mom. But through 
community or sometime they have their own gathering time like Ramadan month 
or something. Or even if you need some leader, like some of them they are 
volunteers or work with the community, those they can bring women together. 
Like my friend is doing that for mental health problems with newcomers. So she 
came to me and asked me to send some women I knew. The first meeting there 
wasn 't many but after that, the second meeting was huge. There wasn 't even 
space for them, some were standing. And it's cool too because young people, 
young girls, they tell their mom That's the easiest way. When they learn, they can 
teach their younger sister and they can teach whoever they like. 
Similarly, Maria said: 
/ do think that community centres are a good place although many women don't 
have, like, they don't go to the community centres, they stay at home. But they will 
connect at some point with the churches or places of worship, somehow they will 
connect. . . in the schools, teachers . . . 
Shyness, Embarrassment and Cultural Taboos. Several of the women indicated 
that shyness, embarrassment and cultural taboos were also challenges to engaging new 
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Canadian women in sexual health education. In response to the notion of forming peer 
networks and groups, Xiaoxun indicated that: 
That's possible. But some people don't want to be in such a group. Some would 
be willing to join such a network and listen to information but others would 
mostly say, oh my health is fine, I don't have questions, and they won't go to 
listen to such information. 
Angela commented that women might be reluctant to attend a group about sexual 
health for fear of being seen and judged by another member of their ethnic community. 
Similarly, Sadia commented on this issue and suggested a way to make women more 
comfortable: 
/ think if a group like Focus for Ethnic Women, it's easier to bring women in 
because they 're not specifically coming to get information about, you know. . . So 
that might be a barrier for a lot of women. Like if the group's mandate is to talk 
about sexual issues then you might not bring a lot of visible minority women in. 
But for a healthy lifestyle group, that's fine. Nobody knows what happens inside. 
They come in and they talk about different things and they talk about sexual 
health too. 
"A" talked about the benefit of having multiple cultures represented in a group 
workshop or discussion because some women might be too shy to ask questions or be 
afraid that they will be judged by someone in their own cultural group. She noted: 
The most important thing is when a group comes together, the way the group can 
benefit from the whole concept of education is if they participate in the discussion. 
If a group is shy and only the speaker is speaking all day, I don't think they would 
benefit as much as when they ask their own questions. 
"A" went on to describe how some women would be too shy to ask questions but 
others may not and that everyone could benefit in this kind of group dynamic. 
Despite the challenges of engaging new Canadian women in sexual health 
education, the women in this study expressed hope and ideas about how these barriers 
could be overcome. Angela summed up the themes represented in this section well: 
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I guess I feel we have a lot of services and programs [in Kitchener-Waterloo] in 
place to improve on. We still have a long way to go but I think people's hearts are 
in the right places in order to make those improvements. They're all going to take 
time, they 're all going to take some great ideas that I don't have. But I do think 
the one important thing is to educate women. 
CHAPTER FIVE 
DISCUSSION, RECOMMENDATIONS, AND CONCLUSION 
The purpose of this community-based study was to qualitatively explore the 
sexual health education experiences and needs of adult immigrant women in Kitchener-
Waterloo within the context of their diverse life experiences related to these issues. In 
this chapter, I discuss the contributions of this study to the fledgling field of adult sexual 
health education for immigrants and new Canadians. I then discuss the broader 
implications of the concept of sexual health related to cultural diversity. I review 
emerging models of women's sexuality and present a model that illustrates the factors 
that influenced the attitudes, behaviours, and strategies related to accessing sexual health 
information and services for the women in this study. Further, I discuss the factors within 
model and contextualize them within the literature about immigrant women, sexuality, 
sexual health, and sexual health education. In the following section, I explore the findings 
of the study related to improving access to sexual health information and services for 
immigrant women in Kitchener-Waterloo. Finally, I discuss the goals of the study related 
to the feminist and community-based participatory aspects of the research, suggest 
directions for future research, and finish with a brief conclusion of the study. 
Contributions to Knowledge and Community Practice 
This study was one of the first research projects in Canada to create space for 
dialogue and to explore the experiences and needs of ethno-culturally diverse adult 
immigrant women related to sexuality and sexual health education. It was also one of the 
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first studies to move beyond the traditional problem-centered, disease-focused 
approaches to sexuality and sexual health research about immigrant and minority women. 
Rather, this project took a community-based approach to research with minority women 
and provided a forum for discussion about ethno-culturally diverse women and issues of 
sexuality that fore-grounded the voices and experiences of women themselves. In taking 
this approach, this study was able to highlight the diversity of women's experiences 
related to sexuality and sexual health. Further, this study demonstrated the dynamic, 
fluid, and complex nature of women's attitudes, beliefs, behaviours, and strategies related 
to their sexuality and sexual health by locating them within the broader context of 
women's life experiences. Finally, an exploration of this group of women's experiences 
and thoughts about sexual health education, while not necessarily generalizable to a 
larger population, produced insights and recommendations for the Kitchener-Waterloo 
community about providing effective and appropriate sexual health programs, 
information, and services that are responsive to the needs of a multi-cultural population. 
Breaking Silences: Recognizing Universal Sexual and Reproductive Health Rights 
The sexual health education needs of individuals beyond their adolescent years 
are often overlooked or ignored altogether (Amaro et al., 2002). Indeed, sexual health 
education initiatives and resources in Canada are predominately focused on the 
prevention of unplanned pregnancy and sexually transmitted infections in Canada's youth 
population (Maticka-Tyndale et al., 2007). While there is a general lack of discussion and 
acknowledgment about the changing needs of individuals related to sexuality and sexual 
health across the lifespan, there exists a tangible fear, denial, and silence surrounding 
issues of sexuality and ethno-culturally diverse women in Canada. This silence and fear 
exists on many levels - between researchers, educators, community practitioners and the 
culturally diverse women they engage with, and also within and amongst women of 
ethnic and racial minority communities themselves. A large component of the silence on 
the part of researchers, educators, and community practitioners arises from a genuine if 
not misguided attempt to respect the cultural and religious norms of women from diverse 
backgrounds. 
The very notion of sexual health has been criticized for being a Western 
construction that imposes Western values and beliefs about sexuality on other cultures 
around the world (Goldberg, 2009). Indeed, during the design phase of the present study, 
doubts were raised by academic and community advisors about the use of the term sexual 
health in a study involving women of diverse ethno-cultural backgrounds. However over 
the past two decades, the increasing recognition of not only sexual health but sexual and 
reproductive health rights as part of universal human rights has been gaining attention on 
the world stage even as countries, governments, international players, and major world 
bodies debate and struggle with the complexities and practical implications of such an 
idea (Goldberg, 2009). These tension-filled debates play out in international arenas such 
as in the 1994 United Nations International Conference on Population and Development 
in Cairo. As Goldberg explains, this conference marked a new era in global culture wars. 
Some of the most powerful people in the world faced off in an existential battle 
over how women's lives should be valued. Which is supreme - their rights as 
individuals or their roles as mothers? When culture and human rights collide, 
which should prevail, and who gets to decide? (Goldberg, 2009, p. 104) 
In her analysis of the international struggle over women's individual rights versus 
the rights of cultures and societies to regulate their members, Goldberg asserts that: 
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[We must] believe that other cultures, like our own, can change in necessary ways 
without being destroyed. Liberals have many reasons to sympathize with people 
struggling to hold on to their ways of life in the face of the hegemonic steamroller of 
globalization. But they have even more reason to sympathize with people who are 
fighting for individual rights in societies that demand subsuming such rights to 
tradition and myths about sexual purity. When some people are willing to risk their 
lives to escape tradition, it is hard to see the difference between culture and tyranny. 
There is no society on earth [save a few] that does not discriminate against women, 
and no place where such discrimination is not ardently defended by some women, 
who usually see it as a respectful, safe-guarding recognition of difference. Women's 
rights then, will always, at one time or another, conflict with culture. The loss of the 
status quo, of ancient ways of doing things, is genuinely painful for some. One can 
see that and still see that solidarity means taking sides. (Goldberg, 2009, p. 147-148) 
Increasingly, access to education in general - including education about reproductive 
and sexual health - as well as women's ability to control their own reproductive capacity, 
is being viewed by international bodies such as the United Nations as a primary means of 
reducing poverty and elevating women's status around the world (Goldberg, 2009). In 
countries all over the globe, women are fighting to create space for dialogue and making 
their voices heard on these issues in a way that is meaningful and relevant to their current 
cultural contexts. These discussions ultimately connect local narratives to global 
processes of migration and economic integration. In an increasingly globalized world, the 
notion of culture as a monolithic and static entity that must be protected and preserved is 
not only false but oppressive to women who are speaking up for change toward equality 
and the legitimization of women as valued and respected members of society (Espin, 
2006). In this globalized world, the concept of sexual and reproductive health and further, 
the concept of universal sexual and reproductive health rights, is a matter of fact, not 
simply a product of Western ideals. What remains, are the continuous, dynamic, 
complex, and tension-filled discussions about the nature and implications of these notions 
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for education, policy, and practice in different cultures that must emerge from the voices 
and experiences of women around the world. 
The fears and tensions that arise out of discussions of sexuality and sexual health 
about and with ethno-culturally diverse women were represented in the research process 
of the present study. Not only were concerns over the study raised by academic advisors 
but by women who were members of Kitchener-Waterloo's immigrant communities 
themselves. Further, the fears and silences surrounding issues of sexuality within and 
between women from different ethno-cultural backgrounds became apparent. The women 
involved in helping me to invite participants to the study - who were both members of 
Kitchener-Waterloo's immigrant communities and members of immigrant-serving 
agencies in the community - shared their experiences talking to women of their own and 
other cultural communities about the study. One woman noted that she invited about 
twenty women to participate and that she got several responses such as, "I'm not sexually 
active so I have no contribution" and "I don't know enough about the topic to 
contribute." Similarly, another woman noted that, "Because of their culture, most of the 
women I asked to participate in the interview said no. They seemed shy or embarrassed to 
talk about sexual issues." An obvious barrier that emerged to women's participation in 
this study was the internalization of cultural taboos around discussing issues of sexuality 
and the fear of being judged by other members of their ethnic or cultural group. Further, a 
few of the women involved in inviting participants talked about the tensions they 
experienced. One woman said, "I was not comfortable" of her experience approaching 
women from her culture about the study even though she felt these issues were important 
to discuss. 
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At the same time that fears and resistance were raised, there was a concurrent and 
overwhelmingly enthusiastic response to the project from women of different cultural and 
demographic backgrounds who were both service providers and who went on to have an 
integral role in the research process, and from women who were involved in the study as 
participants. Throughout my time with women who were both members of immigrant 
communities and community workers at the KW Multi-Cultural Centre, the YMCA 
Cross-Cultural Community Services and other agencies across Kitchener-Waterloo, 
lively discussions and debates about culture, religion, and their relation to issues of 
sexuality and sexual health often erupted spontaneously and were usually accompanied 
by laughter and merriment. On a more serious note, these women also discussed their 
personal investment in immigrant women having access to information about their sexual 
and reproductive health. One woman who was involved in inviting women to participate 
in the study noted that she felt comfortable and confident approaching women because, "I 
explained to the women why I think it was important for us as women to talk about this 
important issue." Indeed, many of the women involved in this study either as part of the 
steering group or as participants emphasized their belief in the importance of these issues 
in women's lives. Ultimately, this study challenged stereotypes about ethno-culturally 
diverse women and issues of sexuality. Further, while acknowledging the tensions and 
complexities surrounding the concept of sexual health, this study reflected the relevance 
and importance of this concept in the lives of diverse women. 
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Minority Women and Sexual Health: Moving Beyond the Disease Model 
In North America, women's sexuality has been primarily conceptualized from a 
medical model or disease-focused perspective that has generally arisen from male-
centered approaches (Amaro et al., 2001). Further, traditional public health approaches to 
sexuality and sexual behaviour have often lacked contextual understandings of these 
issues in women's lives while research on these issues from a public health perspective 
has resulted in the medicalization and sanitization of women's sexual and reproductive 
experiences (Amaro et al., 2001; Kleinplatz, 2001). Further still, public health models 
have approached sexual health education and prevention from a largely rational-choice 
concept that is predicated on an individual view of behaviour and which assumes that 
individuals are free to make rational choices (Amaro et al., 2001). 
Hyman and Guruge (2002) suggest that most theoretical models of health 
promotion (e.g. Health Belief Model, Social Cognitive Theory, Theory of Reasoned 
Action, and Transtheoretical Model) are grounded in majority culture-based research and 
may not be relevant for diverse subgroups in a population such as new immigrant 
women. For instance, these models do not account for the concepts of health and 
healthcare behaviour held by immigrants from non-traditional source countries such as 
Asia, the Middle-East, Latin America, and Africa that often differ from those prevalent in 
majority culture North American society (Hyman & Guruge, 2002). Not only do several 
of these approaches falsely assume equality between men and women, but they ignore the 
myriad of contextual and relational factors that influence women's beliefs, attitudes, and 
behaviours related to sexuality and sexual health. 
Emerging Frameworks of Women's Sexualities 
In contrast to traditional medical models and public health perspectives, emerging 
postmodern and feminist perspectives assume sexuality to be complex, fluid and 
constructed through a gendered socio-cultural process influenced by political, economic 
and historical forces (Baber, 2000). These perspectives view women as a vastly 
heterogeneous group for which there seems to be no one unified experience of sexuality 
thus making it more appropriate to speak of women's sexualities (Daniluk, 1998). At the 
same time that these perspectives acknowledge the real influences of categories such as 
race, class, and ethnicity in women's lives, they also challenge the usefulness of these 
categories in research and practice. Indeed, these categories often produce stereotypes 
and faulty beliefs that can arise from the common assumption that members of the same 
category necessarily share the same heritage, experiences, and congruent beliefs. 
Emerging perspectives of women's sexuality point to a need for theories that allow for an 
understanding of women's decision making behaviour related to sexual and reproductive 
health within the social and political realities of their environments (DiClemente & 
Wingwood, 2002). 
In response to this call, new theories of women's sexualities that attend to the 
vast complexities of women's lives have begun to emerge. In A New View of Women's 
Sexual Problems, The Working Group (2001) emphasize the need to consider the 
inequalities that women experience related to gender, social class, ethnicity, sexual 
orientation, and other such categories. This view takes into consideration the social, 
political, and economic conditions as well as pervasive sexual violence that can limit 
women's access to sexual health including the experience of sexual pleasure and 
satisfaction. Further, this view highlights the relational context of sexuality, exposing the 
fallacy that women's sexual attitudes, beliefs and behaviours are simply a matter of 
individual choice. Further still, this view calls attention to the fact that all women are not 
the same and that differences between women emerge in their values, approaches to 
sexuality, social and cultural backgrounds, and current life situations. Firestein (2001) 
suggests that the New View provides, "a compelling alternative to physiologically based, 
performance driven models of women's sexuality derived largely from ahistorical, 
deconextualized views of women's sexuality" (p. 28). Kleinplatz (2001) asserts that new 
paradigms of women's sexuality such as this one are needed that are attuned to 
phenomenology and to the contextual elements of women's sexual experiences. Further, 
Kleinplatz calls for a new epistemological stance that features women's subjectivity at 
the centre of inquiry. 
Modeling the Influences on Women's Experiences Accessing Sexual Health 
Information and Services 
In light of emerging theories of women's sexualities, this study took a qualitative 
and interpretive approach to research in an attempt to flesh out the complexities of 
immigrant women's experiences related to acquiring sexual health information and 
accessing services throughout their lifetimes. The model illustrated in Figure 1 presents a 
framework for understanding the influences on women's current or moment specific 
attitudes, behaviours, and strategies related to sexual health education that emerged from 
this study. The model should be treated as a framework of understanding specific to this 
study and used as a tool to stimulate further research that will deepen understanding of 
the complex interactions between the contextual, systemic, interpersonal, and individual 
factors that impact immigrant women's experiences of accessing sexual health 
information and services. 
Current Attitudes, 
Behaviours, and 
Strategies Related to 
Accessing Sexual 
Health Information 
and Services 
Systemic and Individual 
Barriers to Accessing Sexual 
Health Information and 
Services 
4-+ Perceptions of Sexuality and Sexual Health k-w 
Systemic and Individual 
Facilitators to Accessing 
Sexual Health Information 
and Services 
Past Experiences Current Sense of Time 
and Life Context 
\ / 
Internal Factors 
Subjective and Intersutajective 
Meanings 
External Factors 
Culture, Ethnic or Racial Group Membership, Religion, 
Political Context, Family Values and Beliefs 
Figure 1. A conceptual model to illustrate the influences on current attitudes, behaviours, 
and strategies related to accessing sexual health information and services for women in 
this study. 
The above model demonstrates the dynamic influence of external factors such as 
culture and religion and their interaction with internal processes of subjective and 
intersubjective meaning making on a woman's moment specific life world (i.e. her 
perceptions of sexuality and sexual health). A life world is an interpretive 
phenomenological concept that refers to the way a person dwells in a world of meanings 
and practices (Emami et al., 2001; Lopez & Willis, 2004). This perspective emphasizes 
that a person both constitutes and is constituted by those meanings. Further, an 
individual's past experiences as well as their current sense of time and life context are 
two important aspects in the process of constructing an individual's life world at any 
given point in their lives. These elements give the model its dynamic nature as they 
reflect the concept of temporality. Temporality characterizes time as continuous, 
contextual, relational, and directional. Temporality is "not an isolated situation in an 
isolated point in time; what has gone before and what is projected and anticipated in the 
future shapes the lived experience of temporality" (Emami et al., 2001, p. 16). 
The model further illustrates how the world of meanings related to sexuality and 
sexual health that a woman dwells in might interact with individual and systemic barriers 
and facilitators in producing a woman's current attitudes, behaviours, and strategies 
related to accessing sexual health information and services. These barriers and facilitators 
could have a direct effect on a woman's ability to access sexual health information and 
services as well as an indirect effect through their influence on a woman's perceptions of 
the role of sexuality and sexual health in her life. Similarly, a woman's moment specific 
perceptions of sexuality and sexual health could impact the relevant influence of systemic 
and individual barriers to accessing information and services. 
This dynamic view of immigrant women's experiences learning about sexuality 
and accessing sexual health information and services across the lifespan allows for the 
active role of the individual in structuring the reality that affects her own attitudes, 
values, beliefs, and behaviour while acknowledging the external forces and powers that 
shape women's sexualities and women's subjective understanding of their sexual 
experiences (Tiefer, 1995).The elements of this model in relation to the findings of this 
study and to the previous research are explored in the following sections. 
External and Internal Factors 
Consistent with social constructionist and post-modern feminist perspectives, an 
exploration of the internal and external contexts of women's lives was vital to 
understanding participant's experiences of sexuality and sexual health (Daniluk, 1998). 
For women in this study, external factors such as culture, religion, political contexts, and 
family values provided sources of meaning for women to make sense of their experiences 
while internal processes of subjective and intersubjective meaning making allowed for 
the construction of personal meanings (Daniluk, 1998). The interaction and mutual 
influence of external and internal factors produced moment-specific meanings of 
sexuality and sexual health that were unique to a woman's personal interactional history, 
her life stage, and her values and beliefs about herself as a sexual being. 
The complex process by which women in this study constructed and attributed 
meanings to experiences of sexuality had important and far reaching implications for 
their lives. Participant's narratives revealed how cultural macronarratives and local 
discourses about female sexuality, a pervasive culture of silence surrounding issues of 
sexuality, and culturally embedded systems of gender interacted with subjective and 
intersubjective processes of meaning making to influence women's experiences and 
perceptions related to sexuality and sexual health, their sense of embodiment, sexual 
agency and control over their bodies, their sexual decision making behaviour, the ways 
they engage with their children about issues of sexuality, and how they engage with 
sexual health information and services. 
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The relative influence of external versus internal factors in women's meaning 
making varied from participant to participant. For some women, cultural, religious, and 
family mores strongly influenced their sense of identity, their personal values and beliefs, 
as well as the way they experienced their sexualities and sexual health. Other women, to 
one degree or another, engaged in moving beyond the rules and social mores governing 
female sexuality and sexual behaviour that they had grown up with. For these women, 
subjective and intersubjective meaning making contributed to the production of personal 
meanings, values, and beliefs that fell outside of their cultural, religious, and familial 
norms related to sexuality. Similarly, for some women in the study, internalization of the 
silences and taboos surrounding issues of women's sexuality made certain issues 
extremely difficult or impossible to talk about while other women felt confident and 
assured discussing these issues despite their awareness of cultural and social taboos. An 
examination of the factors influencing the relative influence of external versus internal 
factors for individual women such as personality, age or life stage, level of education, and 
socioeconomic status was beyond the scope of this thesis however a description of 
internal and external factors influencing meaning making related to sexuality and sexual 
health for women in this study is provided below. 
External Factor: Cultural Macronarratives and Local Discourses of Sexuality 
For the women in this study, sources of meaning about sexuality and sexual health 
were contained within cultural macronarratives - that is, historically based guidelines 
encoded in symbols, language, arts, and rituals - and discourses - that is, shared 
meanings constituted in language - that were communicated and often upheld through 
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family members, peers, educational institutions, faith communities, healthcare services, 
and various forms of media (Daniluk, 1998; Emami et al., 2001; Ruocco, 2001). 
While an in-depth exploration of culturally specific macronarratives and 
discourses was beyond the scope of this thesis, discourses were represented in the 
women's narratives that appeared to crosscut cultural, ethnic, and religious differences. 
These discourses emphasized the dangers of female sexuality and called attention to 
women's moral responsibilities related to their sexual behaviour. Many of the women in 
this study recalled parents and educators instilling fear about the consequences of 
untimely sexual activity and others remembered being told to be "careful" upon reaching 
puberty. Further, women's narratives reflected an absence of a desire discourse 
containing elements of sexual desire and pleasure. Women often stated that during their 
adolescent years, these issues were simply "not talked about." 
The findings of this study reflect Fine's (1988) identification of four predominant 
discourses of female sexuality: sexuality as violence, sexuality as victimization, sexuality 
as individual morality, and the often missing discourse of desire. Since Fine's 
identification of these four discourses, several qualitative studies involving both North 
American and ethno-culturally diverse women have identified elements of these 
discourses and the frequent absence of a desire discourse in the narratives that women tell 
related to sexuality (Daniluk, 1993; Espin, 1995, 1999; Davila, 2005; Dawson & Gifford, 
2001). These studies have also explored the ways that these discourses often negatively 
impact women's sense of embodiement, sexual self-concept, and sexual agency. For the 
women in this study, discourses of danger and moral responsibility often produced 
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emotions of fear, shame, and embarrassment related to their bodies and to the different 
sexual and reproductive events in their lives. 
External Factor: Mysterious Bodies and the Culture of Silence 
The silences that surround women's bodies and sexuality are pervasive and cross 
cut differences in culture, ethnicity, and religion. While culturally specific constructions 
of sexuality may differ, women around the world share the experience of lacking 
information about their bodies at various points in their lives. Numerous studies 
involving women of diverse cultural, ethnic, and religious backgrounds have documented 
this phenomenon (Amaro et al., 2002; Davila, 2005; Dawson & Gifford, 2001; 
McCormick, 1993). The women in the present study related stories that reflected silences 
around all aspects of women's sexual and reproductive capacities including puberty and 
menstruation, sexual intercourse, fertility, pregnancy and childbirth, menopause, and 
most noticeably the capacity for desire and pleasure. This lack of information also 
produced emotions of fear, shame, and embarrassment for women at different times in 
their lives. Further, a lack of knowledge about their bodies contributed to the perception 
of events happening to women's bodies rather than women experiencing events such as 
pregnancy and childbirth as fully embodied sexual beings. 
External Factor: Cultural Systems of Gender 
Blackwood (2000) asserts that one cannot speak about sexuality without also 
discussing gender. In addition to discourses of female sexuality, cultural systems of 
gender prescribe a range of acceptable behaviours for both genders. Further, gender is 
seen as the primary organizer of sexual beliefs and practices for men and women that 
cross cuts all other social categories (Blackwood, 2000; Emami et al., 2001). Indeed in 
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the present study, women's understandings of systems of gender in the areas where they 
grew up were integral aspects of their narratives. Women described the forces of power 
and oppression that these systems of gender often entailed for their bodies and their lives. 
They also described their keen awareness of the consequences for women who 
transgressed the boundaries of acceptable behaviour prescribed by these culturally 
embedded systems. Further, the women discussed their understanding of the intersection 
of gender and class and how this intersection produced layers of power and oppression in 
women's lives. 
The literature is just beginning to explore models of the cultural psychology of 
gender and how these impact immigrant women and men (Mahalingam & Haritatos, 
2006). In particular, the complex relationship between idealized cultural beliefs about 
gender, the marginalized status of immigrants, and the impacts on immigrant's lives, is an 
important area of exploration. Research suggests that cultural ideals of gender can serve 
as a source of both pride and stress for immigrant men and women. They can further 
provide a referent for critical self-examination (Mahalingam & Haritatos, 2006). Indeed, 
women in the present study engaged in positioning themselves within or beyond the 
cultural macronarratives and local discourses related to gender that they grew up with. 
While an exploration of the psychological impacts of cultural systems of gender 
was beyond the scope of this study, its effects were evident in the narratives that women 
told. One particularly poignant example was a young woman who described the 
difficulties her husband experienced after migration in accepting what he perceived to be 
freedoms in Canadian society that allowed women from his home culture to act 
immorally. This woman suggested that her husband's distress at these changes was the 
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reason he left their marriage. Another woman described the social ostracism and feelings 
of distress, embarrassment, and shame she felt for many years because she had broken 
social and cultural mores related to women having sex before marriage. She described 
how different opportunities available to her after her move to Canada played a role in her 
ability to redefine and reinterpret these experiences and ultimately alleviate some of the 
negative feelings associated with them. 
Internal Factor: Subjective Meaning Making 
The findings of this study are consistent with research that suggests that 
understanding how women define and experience their sexuality over the course of a 
lifetime requires attention to the internal environments of women and to the continuous 
process of developing a sense of one's self as a sexual being (Daniluk, 1998). Indeed 
research with immigrant women suggests that immigrant women's sexuality and gender-
specific attitudes and behaviours are not static (Espin, 2006). Within the home and host 
culture or society, established norms for women's appropriate sexual behaviour are in a 
constant state of flux. Women in this study demonstrated their awareness of the dynamic 
nature of cultural and societal mores, often reflecting on how these things have changed 
in their home countries since they have left. It is against the backdrop of these constant 
transformations that immigrant women continually develop their identity and make 
meanings of their experiences. Part of this process is the extent to which a woman 
accepts, rejects, and positions herself within or beyond cultural meanings and local 
discourses. Further, this process is influenced by a variety of factors including the 
persistence of the messages about sexuality, her values, her age and life stage, and her 
current sexual self-construction (Daniluk, 1998; Espin, 1984). 
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The process of creating personal meanings and positioning oneself within and 
beyond cultural and local systems of gender and sexuality was well represented in the 
narratives that women in this study told. For many of the women, the notions of sexuality 
and gender that they had grown up with formed integral parts of their identity however 
others engaged in moving beyond these notions to varying degrees and in some cases, 
rejected certain elements of these macronarratives entirely. A poignant example of this 
process was the reflections of one of the study participants about how she wished to 
establish meaning for the sexual relationship she had with her husband that was different 
from the cultural mores governing sexual and gender roles for husbands and wives that 
she had grown up with. 
Internal Factor: Inter subjective Meaning Making 
The findings of this study are consistent with the literature about the importance 
of intersubjective meaning making for women's personal perceptions and experiences 
related to sexuality. The women in this study described the overarching role of female kin 
and friendship networks both as a source of information about sexuality and as source of 
meaning to make sense of their experiences. Mothers, sisters, sisters-in-laws, aunts, 
cousins, teachers, neighbours, and female peers occupied integral roles in the stories that 
women told about their experiences of puberty, intercourse, fertility, pregnancy and 
childbirth, menopause, as well as desire and pleasure. These discussions were 
characterized by a sense of shared female experience and were important in normalizing 
women's experiences related to sexuality and sexual health. 
In her qualitative study of adult female friendship dyads, Ruocco (2001) found 
that adult women's friendship networks served as a primary source for women to 
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contemplate sexuality and the often contradictory messages related to these issues that 
emerge from formal and informal sources of information. In addition to discussing social 
and cultural norms, Ruocco found that informal education through books, magazines and 
the Internet provided women with material about sexuality to discuss within their 
friendships and to use as a source of meaning to make sense of their own experiences. In 
these discussions, Ruocco observed the emergence of both hegemonic and intersubjective 
discourses of sexuality and gender in the meaning making that occurred in the social 
interaction. Hegemonic discourses are known by their prevalence in "common 
knowledge" and are often embedded in cultural, religious, and social mores. 
Intersubjective discourses are those produced locally through the negotiation of shared 
meanings. Ruocco suggested that hegemonic discourses link the microcosm of the social 
interaction to larger societal norms however she emphasized that the negotiation of 
meanings in the social interaction can result in the modification of a priori meanings and 
lead to the emergence of innovative interpretations of available discourses. Thus Ruocco 
asserts that informal education networks of peers can have a profound influence on 
individuals due to their current, re-occurring, age- and culture-appropriate educational 
processes. 
Past Experiences 
In terms of understanding the meanings and practices of immigrant women 
related to sexuality and sexual health, past experiences represented in the findings of this 
study that continued to have a dynamic influence on these meanings and practices 
included: a woman's exposure to and engagement with both formal and informal sources 
of sexual health education; a woman's unique experience of migration; her interactional 
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experiences with healthcare services and providers; and her personal experience with 
trauma or abuse. This list of experiences is not intended to be exhaustive but to illustrate 
the unique combination of experiences that might influence a woman's personal 
meanings and practices related to sexuality and sexual health within her moment specific 
life world. Further research is needed to elucidate differences in the relative influence of 
these factors within and among individuals at the intersection of multiple identities. 
Past Experience: Sexual Health Education 
Ruocco (2001) notes that the combination of all formal and informal education -
both overt and covert - that a woman is exposed to over the course of her lifetime 
produces her perspective and understanding of human sexuality that is unique to her own 
history, culture, and interactions. The women in the present study described a range of 
both formal and informal modes of learning about sexuality and sexual health throughout 
their lifetimes. For most of the women, formal sexual health education tended to occur at 
school during their adolescent years. However as several of the women pointed out, this 
information was often focused on the biology of reproduction and devoid of discussions 
about the emotional, social, and psychological elements of sexuality. In their adult years, 
women described healthcare settings as their primary contact with formal education about 
sexual health. This source of information had its limitations as well as many of the 
women described the difficulty in gaining regular access to physicians due to long wait 
times. Further, several of the women described the depersonalized and business-like 
nature of healthcare that limited its utility as a source of information. 
In her review of the literature about sexual health education, Ruocco (2001) notes 
that informal sexuality education is a pervasive and lifelong influence. Ruocco suggests 
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that informal modes have the potential to be more powerful in their impact on sexual 
knowledge, attitudes, beliefs, and practices and in providing normative experiences 
related to sexuality than formalized sexuality education. Further, she notes that informal 
human sexuality education is often specific to a moment and context and that every social 
interaction can contribute to an informal understanding of sexuality. Indeed, the informal 
sources of information that the women in this study described such as their peer and 
friendship networks, far surpassed the bounds of the formalized modes that women 
discussed. 
Past Experience: Migration 
Previous research suggests that for some immigrant women, transformations in 
their gender roles and sexuality occur as part of larger transformations in identity which 
move women toward greater autonomy in all aspects of their lives (Espin, 2006). Indeed, 
women in this study discussed the power over their bodies and lives that was gained 
through maturity and life experience and the concomitant processes of developing 
confidence and feeling grounded in one's body. Further, research with immigrant women 
suggests that women who migrate after adolescence appear to be less conflicted about 
their identity due to their stage of psychological development and having already 
constructed a somewhat solid identity (Espin, 2006). Indeed, women in this study 
indicated a limited impact of their migration experiences on their personal attitudes, 
values, beliefs, and behaviours related to sexuality. However, women did talk about the 
implications that living in a different culture had for how they approached these issues 
with their children. Several of the women discussed the need to integrate traditional 
norms and values with Canadian ones in order to understand the experiences of their 
children. For some women, new knowledge and the ability to access healthcare related to 
their sexual health was experienced in the Canadian context. 
Researchers, policymakers, and service providers have begun to consider the 
experiences of women in international migration however sexuality and other intimate 
experiences of women immigrants remain largely unacknowledged in the literature 
(Espin, 2006). Further, Espin suggests that little is known about the experiences of 
immigrant women in such "private" realms as sexual identity and sexual behaviour. 
Espin further asserts that contrary to the perception of sexuality as a private sphere of life, 
sexual behaviour is the most highly symbolic activity in society. It is often controlled, 
regulated, and legislated by cultures and governments and it has been a central axis 
through which immigration in North America has been organized. The findings of this 
study support the need for further research on the effects of the migration experience on 
adult women's attitudes, beliefs, and practices related to sexuality and sexual health to 
fully understand the implications of this experience for adult immigrant women. 
Past Experience: Interaction with Healthcare Providers and Services 
Over the course of women's lives, they come into contact with and interact with 
formal healthcare services. In fact, healthcare services often become the primary point of 
contact and source of formal information about sexuality and sexual health for women in 
adulthood (Ruocco, 2001). Thus a specific examination of these experiences is critical to 
our understanding of immigrant women's meaning making related to sexual health as it 
relates to their ability to access sexual health information and services in Canada. 
For women in this study, their interactions with healthcare services and providers 
impacted on how they engaged with sexual health information as well as on how they 
experienced their bodies and the events related to sexuality and sexual health in their 
lives. Women's experiences with healthcare providers related to their sexual health 
tended to be experienced as positive, neutral, or negative. Positive experiences were 
characterized by the sense that a woman's health was being adequately cared for and by 
the sense that the service provider was respectful and responsive to the needs of the 
woman. Women who described experiences of accessing sexual and reproductive 
healthcare as neutral tended to view these things as something that simply needed to be 
done. These women often described the depersonalized and business-like nature of their 
healthcare experiences in Canada. For some women, this experience of healthcare as 
business-like was neither a help nor a hindrance however other women experienced a 
sense of lacking information and control over their bodies because of it. Finally, negative 
experiences with healthcare providers resulted when the healthcare provider did not take 
adequate time to explain. A lack of privacy also produced negative experiences. In the 
Canadian context, negative experiences tended to occur as a result of cultural 
miscommunication and a lack of sensitivity on the part of service providers to women's 
cultural contexts. For women in this study, negative experiences sometimes resulted in 
women not accessing sexual health information or services at all. 
In a study about immigrant women's experiences interacting with social services 
in Kitchener-Waterloo, Wells (2007) similarly found that positive experiences with 
service providers were facilitated by a sense that the service provider was competent and 
effective. However, the experience of mutual respect, care, and concern communicated 
through both verbal and non-verbal cues was also critical to a positive interaction. Wells 
found that positive interactions resulted in women feeling a sense of belonging, hope, 
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happiness, and confidence that motivated them to return to the service as well as seek 
assistance from other agencies in the community. Women experienced negative 
interactions with service providers when they sensed they were being judged, treated as if 
they were unintelligent, or treated differently from their Canadian counterparts. Poor 
communication style and a lack of sensitivity to women's cultural and current life 
contexts were also characteristic of a negative experience. Negative interactions with 
service providers caused women to feel frustrated, isolated, and embarrassed. Further, 
women described an inability to challenge this negative treatment as a result of power 
imbalances that can occur between the service provider and client. Consistent with the 
findings of the present study, Wells (2007) found that negative interactions with service 
providers often resulted in women discontinuing contact with services. 
Past Experience: Personal Experience of Abuse or Trauma 
While an exploration of personal experiences with sexual abuse or trauma was not 
a focus of this study, a few of the participants described such experiences. These women 
discussed the negative feelings about sex and issues of sexuality that these experiences 
produced. While it exceeds the limits of the data to comment further on how such 
experiences influenced these women's perceptions of sexuality and sexual health as well 
as their attitudes, behaviours, and strategies related to accessing sexual health information 
and services, it is clear that these experiences are important and should be carefully 
considered in research and practice. 
Current Sense of Time and Life Context 
In addition to past experiences, a woman's current sense of time and life context 
were also influential in the construction of her moment specific perceptions of sexuality 
163 
and sexual health and the influence that these had on her attitudes, behaviours, and 
strategies related to accessing sexual health information and services. The two 
participants who were single and never married noted that they were not necessarily 
interested in issues of sexuality and sexual health at this time because they had not yet 
reached the sexually active period of their lives. They anticipated that they would express 
more interest when the need for information arose. Several of the mothers in this study 
suggested that they had already gone through the various life events such as pregnancy 
and childbirth that are associated with being a woman and now their primary concern was 
their children. These women's interests in terms of sexual health consequently lay in how 
to teach children about sexuality in their new Canadian context. For some of the middle-
aged women anticipating or experiencing menopause, this issue related to sexuality 
occupied a more central role in their sexual health concerns. Yet other middle- to late 
middle-aged women indicated that the time to think about issues of sexuality in their lives 
had passed and they had moved on to other interests. Other women described how the 
other demands on their time such as having children and working precluded much 
thought about sexual health issues. 
Perceptions of Sexuality and Sexual Health 
The women in this study held a range of perceptions related to sexuality and 
sexual health that were unique to their own personal histories and meaning making 
processes. For some women in this study, sex and sexuality was associated with negative 
feelings and experiences while others held a more positive view of these issues in their 
lives. I suggest that women's perceptions about sex, sexuality, and sexual health, had a 
direct impact on the way that women in this study engaged with sexual health 
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information and services. Women who viewed these issues as important and relevant to 
their own lives often described personally engaging with sexual health information. 
Women who saw less relevance for these issues in their lives often indicated that they did 
not feel they needed further information or were simply not interested. Women who 
experienced shyness and embarrassment about certain issues related to sexuality often 
had greater reservations or difficulties discussing these things than did women who were 
more open and confident about discussing sexual health issues. Regardless of women's 
views of the role that sexuality and sexual health played in their own lives, women in this 
study were passionate about the need for immigrant women to have access to sexual and 
reproductive health information. 
Barriers and Facilitators to Women Accessing Sexual Health Information and 
Services 
In addition to women's perceptions of sexuality and sexual health impacting their 
engagement with sexual health information and services, women in this study described 
individual and systemic barriers to accessing information and services related to these 
issues. I suggest that these barriers and facilitators can have a direct effect on a woman's 
ability to access sexual health information and services as well as an indirect effect 
through their influence on a woman's perceptions of the role of sexuality and sexual 
health in her life. Similarly, I suggest that a woman's moment specific perceptions of 
sexuality and sexual health can impact the relative influence of systemic and individual 
barriers to accessing information and services. 
Individual and Systemic Barriers 
Language, not knowing where to go or ask, shyness and embarrassment, difficulty 
accessing healthcare and services, and cultural and religious factors presented major 
obstacles in the Canadian context for women in this study. These obstacles were also 
identified in a study about the sexual health education needs of immigrant men and 
women from Iran (Maticka-Tyndale et al., 2007) and in a review of theory and health 
promotion strategies for new immigrant women (Hyman & Guruge, 2002). Maticka-
Tyndale et al. found that participants were generally unaware of the kinds of sexual 
health information and services available to them in Canada. While doctors and 
professional healthcare providers were cited as the primary desired source of information 
for these men and women, long wait times and the perception of Canadian service 
providers as being too busy to talk to patients prevented many of them from approaching 
physicians about their concerns. Further, modesty and embarrassment often prevented 
both men and women from consulting with physicians and even from accessing essential 
sexual health services. Consistent with the findings of the present study, Maticka-Tyndale 
and colleagues found that these barriers extended to the ability of the participants to 
access general healthcare beyond the domain of sexual and reproductive health. 
Consistent with the observations of Hyman and Guruge (2002), the themes of 
social isolation, a focus on others, as well as a culture of silence emerged in the present 
study. Social isolation was described as being interrelated with language barrier issues 
and a lack of social networks that was experienced in women's new Canadian 
communities. For some of the mothers in this study, these issues were exacerbated by the 
need to stay home to care for their children. Further, women talked about how the needs 
of their family as well as the need to maintain the image of a cohesive home life often 
took precedence over their personal needs. Hyman and Guruge note that cultural norms 
of collectivist societies and communities tend to place family and community health 
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above the needs of individuals. This difference has important implications in the 
Canadian context of health promotion which tends to emphasize the role of the 
individual. Finally, women talked about a culture of silence that still surrounded issues in 
the Canadian context despite the seeming openness of Canadian society to issues of 
sexuality. This silence prevented women in this study from asking questions about 
various issues including issues of women's sexual desire and pleasure. 
Individual and Systemic Facilitators 
In light of the many barriers women experienced accessing sexual health 
information and services, women in this study also talked about the things that facilitated 
their ability to access information and services related to sexual health. Access to 
informal sources of information and multiple points of access within the community 
emerged as factors that greatly enhanced women's ability to access information. In part, 
the availability of informal sources of information such as the Internet and other forms of 
media, as well as having multiple points of access such as community centres and ESL 
classes, contributed to an even greater facilitator - privacy. Privacy was cited as a very 
important factor in women's ability to overcome barriers to accessing information and 
services related to cultural taboos, the fear of being judged by others from their same 
ethno-cultural group, and personal shyness and embarrassment about addressing sexual 
health issues. Similarly, Maticka-Tyndale et al. (2007) found that privacy facilitated by 
informal sources of information as well as the ability to access information in neutral 
settings not necessarily associated with sexual health (e.g. colleges and counseling 
services), was a primary facilitator for immigrant men and women from Iran. In the 
present study, choice and flexibility in healthcare, empowerment through openness and 
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communication, and social networks were all major factors in the ability of women to 
overcome both systemic and personal barriers to accessing sexual health information and 
services in Canada. 
Current Attitudes, Behaviours, and Strategies Related to Accessing Sexuality and 
Sexual Health Information 
The findings of this study suggest that participant's current attitudes, behaviours, 
and strategies related to accessing sexuality and sexual health information are the product 
of a complex meaning making process that interacts with individual and systemic barriers 
and facilitators to access. The strategies and views that women described related to sexual 
health education are explored below. 
Current Attitudes, Behaviours, and Strategies: Strategies for Learning about Sexuality 
and Sexual Health 
The stories that women in this study told about their experiences engaging with 
sexual health information revealed patterns of active and passive information seeking and 
gathering strategies. Rather than being characteristic of a particular cultural or ethnic 
group, these strategies appeared to vary throughout women's lives and seemed to depend 
on personal factors and factors such as: the relative influence of cultural, societal, and 
religious mores on attitudes, beliefs, and behaviour; the sense of immediacy of acquiring 
information or services; the perceived role of these issues in their lives; and the perceived 
barriers and facilitators to accessing information. The notions of active and passive 
strategies are apparently absent from the literature about women's learning experiences 
related to sexuality and sexual health. However, Zawid (1990) also found differences in 
adult women's strategies and preferences for learning about sexuality and sexual health. 
Many of the women in the Zawid study expressed a desire to engage in a group learning 
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experience about issues of sexuality while a few of the others reported no desire to 
engage in a group setting, often identifying themselves as self-learners (Zawid, 1990). 
These findings are consistent with the findings of the present study about the ways that 
women prefer to receive information and add another dimension to the notion of 
individual differences in information seeking and gathering strategies. As this was a 
theme that emerged in the present study and was not necessarily a focus of inquiry, future 
research should attend to individual differences in diverse women's strategies related to 
engaging with sexual health information as well as to the factors that influence these 
differences as they could have important implications for policy and health promotion 
strategies with different groups of women. 
Current Attitudes, Behaviours, and Strategies: Perceptions of the Role of Sexuality and 
Sexual Health 
Consistent with the findings of Zawid (1990), women in this study expressed 
disparate views of the role of sex education in their own and other immigrant women's 
lives. At the same time that the majority of the women ardently expressed their belief in 
the importance of sexual health knowledge for women, several of the participants felt that 
they personally had enough information about sexuality and sexual health to suit their 
needs. Several of the women in mid- or later-life indicated that life experience had taught 
them all they needed to know and some indicated that the time in their lives to think 
about these issues had passed. A few of the younger women who reported being sexually 
inactive indicated that some information related to sexuality and sexual health would be 
more relevant to them when they reached that stage of their life. In a study about the 
sexual health education interests of adult women in the United States, Zawid (1990) 
similarly found that several of her participants were uninterested in sexual health 
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education for themselves despite their enthusiasm and support for the concept of the 
study. Zawid suggested that women's lack of interest in sexual health education or the 
perception that they already possessed all the information they required could be 
explained by a few factors: a) that some women truly feel they have sufficient 
information about their sexual health, b) that some women have no interest or desire to 
learn more about sexual health, and c) that some women might be unclear about the term 
sexual health education - possibly associating it with formal avenues of learning about 
the biological and physiological aspects of sex and reproduction. 
The first two possibilities are undoubtedly valid and to be respected. Zawid 
suggests that some women might indeed be very well-read and self-educated on the topic 
of sexual and reproductive health. Further, women who possess a positive sexual self 
concept may feel they have all the information they require. Alternatively, women who 
possess a negative self concept related to sexuality may not wish to be confronted about 
issues of sexuality and sexual health. These women may in fact welcome the 
"permission" not to be sexual contained in many discourses of women's sexuality. Zawid 
suggests that yet another group of women may not wish to engage with sexual health 
education because of uncomfortable or negative personal experiences related to sex or 
sexuality. I suggest that for some of the women in the present study, lack of interest in 
sexual health education might also stem from the influence of cultural and religious 
systems of gender and sexuality that influence women's perceptions of sexuality and the 
role it plays in their lives. Regardless of the reason, Zawid asserts the need to respect the 
rights of women not to seek out sexual information. 
The third suggestion by Zawid that some women might lack a full understanding 
of the concept of sexual health education is an interesting one in light of the findings of 
the present study. In the present study, women's responses indicated that a predominant 
view of sexual health education is of formal and traditional educational avenues. Even 
while some of the women asserted that they did not need further sexual health 
information, they described interest and participation in the informal sexuality education 
that can take place through daily interactions with various forms of media and within 
friendship groups. Not only were the women in this study enthusiastic about the 
importance of sexual health information, but they were excited about the possibility of 
connecting with other women and sharing their experiences related to sexuality and 
sexual health. Indeed, the majority of the women indicated that they would be interested 
in attending some form of social group to discuss issues such as intimate relationships, 
menopause, and how to teach children about sex. Further, many of the women in this 
study indicated that their motivation for participating was that they were interested in 
hearing about what other women had to say about issues of sexuality. Indeed, in the very 
act of participating in a study about sexuality and sexual health, women were engaging in 
intersubjective discourses that provided possibilities for the negotiation of new or shared 
meanings, or that reaffirmed a woman's current perceptions, attitudes, and beliefs related 
to these issues. 
Zawid calls for further research to illuminate the experiences of women who do 
not express an interest in sexual health education. The findings of the present study 
support this call for increased understanding. Further, Zawid notes the implications of 
women's individual views of adult sex education for healthcare providers, community 
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workers, and sex educators. She asserts that physicians and community educators must 
not impose their own values about the importance of education onto women. Indeed the 
values of educators may not be comfortable or appropriate for everyone. Thus, the 
mission of the adult educator is to satisfy the needs of adults rather than the needs of the 
teacher. The findings of the present study support the need to be respectful and aware of 
the different views that women hold about sexual health education. 
Implications of the Model: Moving Beyond Cultural Sensitivity Models in 
Community Practice 
The findings of this study related to the ways that immigrant women learn about 
and ascribe meaning to sexuality and sexual health throughout their lives suggests a 
complex process that requires the consideration of contextual, systemic, and individual 
factors with and beyond the influence of culture. This view of immigrant women's needs 
related to sexuality and sexual health is consistent with the discussions that I have had 
with community practitioners in the Kitchener-Waterloo community about the need for 
inclusive practices in the service of multi-cultural populations versus the commonly cited 
culturally sensitive or culturally appropriate practices. 
The organization of research around the categories of race and ethnicity as well as 
the emphasis placed on ethno-cultural differences has contributed to a common 
perception amongst mainstream researchers and service providers that one must conduct 
culturally sensitive or appropriate research and practice. Wells (2007) suggests that this 
view of working with multicultural populations has perpetuated a false belief that just 
because a service provider shares the same ethnic or cultural background as a client, it 
necessarily puts them in a better position to help than a Canadian-born service provider. 
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This perception has lead not only to the perpetuation of stereotypes based on race and 
culture, but also to the oversight of within culture differences and tensions that might 
result in a negative interaction between client and service provider. Further, this 
perception has lead to the development of fear amongst mainstream service providers 
about working with diverse communities. One Canadian sexuality researcher who is also 
a member of the Iranian immigrant community observed that: 
[There is] a kind of space between Canadian professionals and ethnic minorities. 
This space [seems] to be created by a fear, a fear that comes with unknowns. 
There is a lack of communication, and a fear of not even knowing how to 
communicate. Since some providers may not understand the culture of their 
clients, they may back away and try to respect their space. However, unless 
[professionals] cross into the space of their clients, they cannot help. (Chinichian, 
2005, p. 59) 
Chinichian's observation reflects the fact that service providers can never hope to 
know everything about all cultures. Even if this knowledge were possible, it would not be 
necessary to provide effective and inclusive practices to diverse groups. My discussions 
with community practitioners and members of this study's steering group have echoed 
this point. These discussions highlighted the fact that so called "culturally sensitive 
knowledge" can actually hinder an authentic, meaningful interaction between client and 
provider because this "knowledge" often results in the provider viewing an individual as 
first and foremost, a member of their ethnic or racial group. In contrast, inclusive practice 
models focus on each person as an individual located within the full context of their 
unique life experiences. 
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Suggestions for Improving Access to Sexual Health Information and Services for 
Immigrant Women in Kitchener-Waterloo 
Consistent with Zawid (1990) in her study of the sexual health education needs of 
adult mid-life women in the United States, the response from women in this study to the 
notion of adult sexual health education for immigrant women was largely positive. 
However, also consistent with the previous study, the responses of the women in this 
study reflected varying degrees of interest in learning more about sexuality and sexual 
health. Whether or not women saw value in continuing sexual health education for 
themselves, the majority of the women in this study discussed areas that they felt were 
important to sexual health as well as provided several outreach strategies and suggestions 
for new or improved sexual health informational resources and services for immigrant 
women. These suggestions are presented below in a series of recommendations that are 
supported with existing research about immigrant women, sexuality, sexual health, and 
health promotion with minority communities. Some of these recommendations might be 
relevant beyond the specific domain of sexual health education. Further, I wish to 
acknowledge the progressive work that agencies, services, and community workers are 
already doing in incorporating many of these ideas into their community practice. 
Recommendations 
1. Community workers and service providers should be cognizant of the continuum of the 
settlement process and the vital role that they can play in connecting newcomer women 
with information and services during this process. The participants in this study identified 
settlement workers and community workers as important links in connecting new 
Canadian women with sexual health information and services. Several of the women in 
this study identified the important role that community centres and social services played 
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during their settlement process. Part of the role of the community worker and the service 
provider is recognizing that the settlement process is experienced on a continuum that is 
unrelated to the number of years that a person has lived in Canada (Wells, 2007). 
Whether as clients of health and social service agencies or as community members who 
are beginning to engage with social outlets such as community centres, immigrant 
women could benefit from community workers and service providers being more 
intentional about issues of sexuality and sexual health in their work. In extending the 
invitation to discuss issues of sexuality and in creating a comfortable and accepting 
environment to raise such issues, community workers and service providers can help to 
dismantle the barriers that women experience to accessing sexual health information and 
services that arise due to a culture of silence, embarrassment and shyness, and cultural 
and religious taboos. Further, by being aware of sexual health services in the Kitchener-
Waterloo community, community workers and service providers could more effectively 
refer clients and community members to additional supports. Overall, community 
workers, settlement workers, and other immigrant-serving service providers can play a 
critical role in women's abilities to access sexual health information and services and in 
their ability to achieve or maintain their sexual health and well-being. 
2. Greater attention should be paid to educating mainstream services and community 
workers about the distinction between culturally sensitive versus inclusive community 
practices. The common use of the term culturally sensitive or appropriate practice has 
lead to stereotypes of minority communities based on categories such as race, culture, 
and ethnicity. This view of community practice with minority communities has resulted 
in cultural miscommunication as well as fear on the part of mainstream service providers 
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about working with a multi-cultural population. In contrast to culturally sensitive 
practice, inclusive practice models focus on each person as an individual within the full 
context of their unique histories and life experiences. Inclusive models in light of 
culturally diverse populations still require service providers to have a general awareness 
of the culture of their clients and an understanding of how culture can influence attitudes, 
beliefs, and behaviour. Most importantly, community workers, service providers, policy 
makers, and researchers should have an understanding of the fluid and dynamic nature of 
culture and individual attitudes, beliefs, and behaviours related to sexuality and sexual 
health. Neither culture nor an individual's sexuality should be essentialized as a fixed, 
unchanging construct. 
3. Agencies, services, and community workers should engage in networking and 
collaboration to develop and deliver educational outreaches and programming related to 
sexuality and sexual health for immigrant groups in the Kitchener-Waterloo community. 
In my discussions throughout the community it was apparent that networking and 
collaboration is already beginning to occur between mainstream service providers and 
immigrant-serving agencies in attending to sexual health issues in immigrant populations. 
It must be acknowledged that skills and knowledge related to sexuality, sexual health, 
immigration, and settlement are already represented in the Kitchener-Waterloo 
community. The combining of these different bodies of knowledge is beginning to occur 
in the partnerships that are forming within the community. It is vital that these 
partnerships continue to expand and develop into the broader community of service 
providers and community supports that exist within Kitchener-Waterloo. 
4. Mainstream community workers and service providers and immigrant-serving 
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agencies should strive to network and collaborate with faith groups and spiritual leaders 
in places of worship. The women in this study discussed the role of spirituality and 
religion in their lives with the vast majority of the participants indicating that their 
religious beliefs were extremely important to them. They further discussed the influences 
religious perspectives had on their attitudes, beliefs, and behaviours related to sexuality. 
Indeed, places of worship were mentioned by several of the study participants as key 
spaces to connect with immigrant women about sexuality and sexual health issues. 
Several of the women discussed the value of places of worship as spaces to discuss issues 
of sexuality within cultural and religious perspectives consistent with their beliefs. 
Further, it was suggested that even women who were experiencing social isolation within 
their communities often attended places of worship for religious celebrations and 
community events. 
Not only would partnerships with faith groups and institutions help to increase the 
cultural and religious relevancy of sexual health information for ethno-culturally diverse 
populations, but they would play a critical role in connecting and networking with these 
communities. Further, encouraging the capacity of faith groups and institutions to address 
issues of sexuality with their members would also contribute to the breaking of silences 
around issues of sexuality and the promotion of an environment where these issues can be 
respectfully addressed. 
5. Culturally and linguistically relevant information that responds to the diverse needs, 
comfort levels, and ways that adult women engage with sexual health information should 
be available in multiple and alternative formats throughout the community. The findings 
of this study are consistent with several studies that have suggested that access to 
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multiple sources of culturally and linguistically relevant formal and informal information 
is key to making information accessible to immigrant women, both within a general and 
sexual health specific domain (Hyman and Guruge, 2002; Maticka-Tyndale et al., 2007; 
Wells, 2007). Similarly, Zawid (1990) suggests that adult sex education initiatives need 
to be sensitive to the different needs of women and the different comfort levels of women 
associated with engaging with sexual health information and services. Thus, approaches 
to adult sexual health education should be consistent with culturally relevant adult 
learning models and utilize informal avenues such as the media - television, radio, the 
Internet, magazines, pamphlets, and books - as well as more traditional educational 
approaches such as group learning. 
The present study suggests that multiple forms of information can help alleviate 
barriers to access caused by social isolation, shyness and embarrassment, and cultural and 
religious factors. Many informal sources of information have the benefit of being easily 
accessible within the home and help to maintain a woman's privacy and confidentiality. 
Further, multiple forms of information can be responsive to women's preferences and 
patterns of learning related to engaging with information of sexuality and sexual health. 
Further, the continuing availability of such resources allows women to access information 
when they need or desire to do so at a point in time that is appropriate for them. Finally, 
the representation of issues of sexuality in community spaces and media outlets can help 
facilitate an atmosphere of openness in which issues of sexuality can be more 
comfortably addressed. 
6. Community workers, settlement counselors, and mainstream service providers should 
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be aware of the potentially diverse learning interests and needs of immigrant women 
related to sexuality and sexual health. Consistent with the findings of Maticka-Tyndale et 
al. (2007) about the learning needs and interests of Iranian men and women in Canada, 
the interests of women in this study related to learning about sexuality and sexual health 
included everything from contraception, the health of their reproductive organs, sexually 
transmitted infections, intimate relationships, sexual practices, and issues of desire and 
pleasure. How to teach children about sexuality and sexual health also emerged as a 
major concern for these women. The range of issues represented in the narratives told by 
the women in this study illustrated the diverse meanings that the concept of sexual health 
can have in the lives of diverse women. Not surprisingly, the range of issues that 
immigrant women expressed interest in were not so different from those expressed by 
American women in a study about mid-life women's sexual health education interests 
(Zawid, 1990). These findings help to disassemble the stereotypes and taboos 
surrounding ethno-culturally diverse women and issues of sexuality. They caution against 
the common tendency of Canadian service providers, researchers, and community 
practitioners to make assumptions about what is and is not important in the lives of 
immigrant women as well as what is and is not appropriate to talk about. The findings 
further support the theme of inclusive practice and the importance of treating each 
woman as an individual within the context of her unique history and life experiences. 
7. Community workers, settlement counselors, and mainstream service providers should 
receive education and training about issues of sexuality and how to address these issues 
in practice with a multi-cultural population. Given the value-laden nature of the issue, 
community workers, settlement counselors, and mainstream service providers including 
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doctors should engage in value-clarification training such that they can explore their own 
values and beliefs related to sexuality and explore how these impact their work with 
clients on these issues. This training is particularly important in light of issues of sexual 
orientation and sexualities that fall outside of cultural, religious, or social norms. The 
training should further include the complex ways that women construct meaning related 
to sexuality and sexual health as well as the complex interaction of factors that influence 
their behaviours, beliefs, and strategies related to engaging with sexual health 
information and services. Community workers and service providers should also have a 
good understanding of the roles that power, oppression, and discrimination play in 
immigrant women's lives. 
8. Mainstream service providers and immigrant serving organizations should seek to 
include immigrant women in the planning, development, and delivery of educational 
outreaches and programming, including training members of Kitchener-Waterloo's 
different ethno-cultural communities as lay leaders to facilitate groups and disseminate 
information about health in general, including sexual health. Including immigrant women 
in the planning, development, and delivery of educational outreaches and health 
promotion initiatives is supported both by the findings of this study and in the emerging 
literature on minority women and health promotion (Hyman & Guruge, 2002). This 
approach to education has emerged as a powerful strategy for making information and 
services culturally and linguistically relevant to diverse groups within a multi-cultural 
society. Further, this strategy promotes community empowerment and capacity building. 
It has also been shown to be an effective way of networking with what Wells (2007) 
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described as "tightly knit" ethno-cultural communities as well as with individuals 
experiencing social isolation within these communities. 
Involving immigrant women in educational outreaches and programs would 
facilitate what Hyman and Guruge (2002) identify as a much needed shift from targeted 
health promotion programs - programs which identify a population sub-group in order to 
ensure exposure of that sub-group to the intervention - to the process of tailoring which 
involves the development of health messages and materials that reflect the characteristics, 
needs, and cultural beliefs of that group. Tailoring programs for immigrant communities 
would involve the development of materials in different languages as well as the 
consideration of culturally-specific patterns of learning (e.g. the use of stories, songs or 
drama). 
9. There should be increased opportunities in the community for the development of 
peer and social support networks amongst and within different ethno-cultural groups. Not 
altogether unsurprisingly, peer support groups and networks emerged in this study as the 
primary addition to existing supports and services that the women suggested or agreed 
upon. Women desired the opportunity to connect with women from their own and other 
ethno-cultural groups to share their experiences and ideas as well as to gain further 
information about various issues related to sexuality and sexual health. These findings are 
consistent with the slowly emerging literature about addressing the informational needs 
of adult immigrant women in Canada. Several studies now have identified the value of 
peer-led groups in adult education in general and health education in particular (Hyman 
& Guruge, 2002; Meyer et al., 2003; Ruocco, 2001; Zawid, 1990). Within the Kitchener-
Waterloo Region, peer support groups have been identified as a primary strategy for 
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addressing the sensitive and often stigmatized issue of mental health within the 
community's diverse ethno-cultural populations (Community University Research 
Alliance, 2008). Pilot studies involving this concept are currently underway in Kitchener-
Waterloo and communities around Ontario. Further, several immigrant-serving agencies 
and services such as Planned Parenthood Waterloo Region, YMCA Cross Cultural 
Community Services, Kitchener-Waterloo Multicultural Centre, and ESL classes have 
begun to incorporate the notion of adult education and group learning as a strategy to 
address sexual health issues with new Canadian women. According to anecdotal stories, 
these initiatives have been well received. 
As Ruocco (2001) found, such peer groups and networks provide spaces for 
intersubjective discourses to occur. Through these discourses, individuals have the 
opportunity to share in the creation of new meanings and understandings related to their 
sexuality or to affirm their own beliefs and identity. Further, this form of education has 
the benefit of being relevant to the moment and context of women's lives, reflecting the 
way that adult women engage and communicate with one another for the purposes of 
sharing stories, information, and normalizing experiences. 
10. Community workers and service providers should be aware of their ability to 
advocate for increased funding and services that meet the needs of a diverse population 
within their cultural and linguistic contexts. Community workers and service providers 
should be aware of their privileged ability to advocate for funding and services that will 
reduce the barriers that new Canadian women face in accessing culturally and 
linguistically relevant sexual health information and services. Both the findings of this 
study and the previous literature indicate that barriers that immigrant women experience 
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related to accessing information and services include language barriers, and cultural and 
religious factors. The ability to communicate was a primary concern that emerged from 
this study not only in a general sense of accessing services but specifically accessing 
sexual health services. As an example, increased access to professional interpretation 
services may be important to immigrant women's ability to discuss taboo and highly 
sensitive issues related to sexuality with their doctors without the need to involve a 
family member or spouse. Further, community workers and service providers could lobby 
government to take a greater role in providing new Canadians with initial information 
about how to connect to different services within their new communities. The women 
noted that this strategy would greatly help to alleviate the sense of not knowing where to 
go and the sense of disorientation that many immigrants experience upon arrival. 
11. A feminist and empowerment philosophy should guide the development of 
educational outreaches, services and supports related to sexuality and sexual health for 
immigrant women. Postmodern perspectives suggest that a feminist focus on women's 
sexuality that acknowledges the diversity of women's experience is ultimately required to 
achieve appropriate and relevant health promotion programs, disease prevention efforts, 
and medical treatment that reflect the priorities of diverse women (Amaro et al., 2001). 
Consistent with these perspectives, the findings of this study suggest that the often 
disempowering macronarratives and discourses that women grow up with related to sex 
and sexuality, their internalization of silences surrounding their sexuality, as well as the 
lack of control that women often experience over their bodies due to a lack of 
information, are important aspect of women's experiences to consider. Education and 
community practice then, become important tools in the empowerment of women. 
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Educational outreach strategies and programming related to sexuality and sexual health 
should attend to women's experiences of health and sexuality as lived through the body 
and focus on instilling women with a sense of control and agency over their bodies and 
sexual lives. Further, approaches to sexuality and sexual health education must allow for 
women to be situated within the broader context of their life histories and experiences 
while attending to factors such as a woman's status in society, her autonomy in a sexual 
relationship, and her personal experience with disempowerment (Amaro et al., 2001). 
Research suggests that these factors impinge on a woman's self efficacy in general and 
her sexual self-efficacy in particular. Further, programming and services are needed that 
attend to the specific needs of women and that seek to overcome systemic barriers that 
have resulted in the general discrimination of women over and above racial/ethnic 
minority and socioeconomic status. An example of this general discrimination is the lack 
of co-ordinated services for women and their children (Amaro et al., 2001; Hyman & 
Guruge, 2002). For these reasons, it is imperative that new approaches to research, 
education, and community practice related to women's sexuality and sexual health 
emerge from the voices and interior realities of diverse women themselves. 
Challenges to Implementation 
Consistent with the findings of Zawid (1990) related to American women and 
adult sexual health education, women in this study expressed doubts and discussed the 
challenges of engaging immigrant women in learning about sexual health. Time, money, 
and resources were cited as a barrier to the extensive training that might be required to 
involve immigrant women in the planning, development and delivery of community 
programming. This challenge points to the role of advocacy on the part of community 
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workers and service providers to champion the need for funding to expand immigrant 
serving programs. Other challenges that women discussed in reaching immigrant women 
involved language barriers, social isolation, and shyness or embarrassment due to 
personal factors or cultural and religious taboos. While the use of community-based 
participatory methods in community programming would help to alleviate some of these 
concerns, further exploration is undoubtedly needed in research, policy, and in practice to 
address these issues. 
Goals Related to the Community-Based Participatory and Feminist Aspects of the 
Study 
The community-based participatory framework of the research as well as its 
feminist lens, were critical aspects of this project. The goals of the study related to 
community-based participatory research included: building community partnerships; 
promoting the ability of immigrant women in Kitchener-Waterloo to access sexual health 
information and services; and encouraging the development of knowledge and skills in 
both the formal and informal community supports within the Kitchener-Waterloo Region 
related to these issues. Goals related to the feminist aspect of the research included 
"consciousness raising" about issues of sexuality and their role in the lives of immigrant 
women. 
Over the course of this project, a whole network of women, community workers, 
service providers, academics, and agencies became involved from its conceptual phases 
through to its completion. This network reflected both mainstream and immigrant-serving 
groups. My integration within the service provider community facilitated through my 
roles as a volunteer, employee, and practicum student were crucial in developing this 
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network and achieving the community-based and feminist goals of the study. Through 
my multi-faceted involvement in the community, I was able to develop genuine 
partnerships based on mutuality, trust, and respect. Through sustained involvement with 
different agencies and community members, there was a momentum that developed 
behind the specific goals of the research as well as in a more general sense of addressing 
issues of sexuality and immigrant communities. 
Throughout my time in the Kitchener-Waterloo community, I saw multiple 
agencies beginning to take action in the area of sexual health education for new 
Canadians - Planned Parenthood Waterloo Region, Kitchener-Waterloo Multicultural 
Centre, YMCA Cross Cultural Community Services, AIDS Committee of Cambridge 
Kitchener-Waterloo and Area, Kitchener Downtown Community Health Centre, KW 
Reception Centre, Sunnydale Community Centre, Chandler-Mowat Community Centre, 
and Waterloo Region Public Health amongst others. These agencies were involved in 
developing and delivering culturally and linguistically relevant workshops related to 
sexual health for ethno-culturally diverse populations. They were involved in writing 
grant proposals for funding new initiatives related to these issues in immigrant 
communities. Further, I saw the beginnings of networking and collaboration between 
several of the agencies as they began to address the concerns of immigrant communities 
related to sexual health. At the same time as these things were taking place, I was 
involved in stimulating and contributing to discussions in the community on these issues. 
Indeed, I became known at one agency as the "sex lady" to the amusement of many of the 
community workers. These discussions played an important role in bringing issues of 
sexuality and immigrant communities to the forefront as well assisting community 
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workers and service providers in moving beyond some of the wariness and doubts that 
are associated with addressing these issues in community practice. 
In addition to what was happening at an agency level, consciousness-raising and 
networking were also taking place at the level of individual women in the community. 
The feminist approach to the interview process allowed for the sharing of stories and the 
co-construction of meaning and understanding. It was also an opportunity to engage in 
information sharing with participants and to inform women about the existing services 
available in the community. The follow-up focus group was also an important aspect 
related to these goals. The group reflected diversity in ethno-cultural backgrounds and 
life experiences as well as diversity in the continuum of the settlement process. It was 
exciting to observe and participate in the lively discussions that took place during the 
group. It was also exciting to see the women engaging with one another, even exchanging 
names and phone numbers so that they could maintain contact for various reasons 
afterward. 
The many enthusiasm-filled discussions and debates that took place both at an 
agency and individual level throughout the course of this project point to the relevancy of 
the topic to the Kitchener-Waterloo community. It is hoped that the dissemination of a 
community report based on the findings of this study throughout the Kitchener-Waterloo 
community will assist in keeping these discussions ongoing. Further, it is hoped that this 
study can serve as a model to be used and improved upon for engaging a multi-cultural 
population in what are perceived as sensitive, taboo, and controversial issues. The 
timeliness of this project with initiatives already ongoing in the community suggests that 
the community of Kitchener-Waterloo will continue to see tangible actions and outcomes 
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related to providing for the sexual health education needs of adult immigrant men and 
women in the area. 
Future Research Directions 
The present study represents an exploratory look into the issues surrounding 
immigrant women and sexual health education in the Canadian context. Certainly more 
research is needed to further elucidate these issues and to identify further issues that were 
not represented in this study. Most obviously, the experiences and needs of immigrant 
men related to sexuality and sexual health are in need of exploration. Not only is this 
understanding important to men's sexual health, but to women's as well. As the women 
in this study suggested, men should be educated about women's bodies, their desires, and 
also women's rights related to sex and sexuality. The experiences and needs of lesbian 
and transgendered immigrant women and men were also not addressed in this study and 
represent yet another gap in the literature. Further, individuals with disabilities were 
neither intentionally included nor excluded however issues of sexuality and disability 
were not touched upon in this study. 
Other areas that are in need of exploration include: the dynamic influences of the 
migration experience on adult immigrant women's attitudes, beliefs, and behaviours 
related to sexuality and sexual health; the implications of mode of entry into the country 
on women's experiences and needs related to sexuality and sexual health education; 
individual differences in women's information seeking and gathering strategies and the 
factors that influence these strategies across the lifetime; the relative influence of 
culturally specific systems of gender and sexuality on individual attitudes, beliefs, and 
behaviour, as well as the interaction of these factors with other systemic and personal 
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barriers to accessing information and services; and the implications of the continuum of 
the settlement process and how this affects the way women engage with information and 
services. Finally, studies similar to the present one should be conducted with Canadian-
born men and women as their sexuality and sexual health education needs are also largely 
neglected in Canadian society. It is likely that many of the findings related to women's 
stories learning about sexuality growing up, the themes of silence and lack of information 
about bodies, barriers and facilitators to access, experiences with service providers, and 
suggestions for supports and services related to adult sexual health education would be 
replicated or similar in Canadian-born populations of women. 
Conclusion 
This study was one of the first studies in Canada to shed light on adult immigrant 
women's experiences learning about sexuality and sexual health across the lifespan as 
well as to explore their experiences and needs related to sexual health education. The use 
of a community-based framework, a feminist lens, and a qualitative approach allowed 
this exploration to foreground the experiences of immigrant women themselves. What 
resulted was a dynamic view of a group of immigrant women and their experiences 
related to sexuality and sexual health. This study demonstrated the dynamic, fluid, and 
complex nature of women's attitudes, beliefs, behaviours, and strategies related to their 
sexuality and sexual health by locating them within the broader context of women's life 
experiences. Several recommendations for service providers in the Kitchener-Waterloo 
Region for addressing issues of sexuality and sexual health in a multi-cultural population 
were produced. Finally, this study contributed to the creation of a space for dialogue 
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about issues of sexuality and ethno-culturally diverse women. In doing so, this study 
helped to break down barriers, silences, and stereotypes surrounding issues of sexuality 
and minority women. 
Chinichian's (2005) reflections on the issue of silences and minority communities 
as she recounted her experiences as an Iranian immigrant and sexuality researcher in 
Canada are particularly poignant and reflect the overall perspective of the present study 
well. Over the course of her interactions with Canadian sexuality educators and 
researchers, Chinichian noted that the similarities between Iranian and Canadian concerns 
related to sexuality exceeded her expectations while differences were manifested in 
subjects she had never considered. She reflected on the space that often existed between 
Canadian service providers and ethnic minority communities. She noted that, "Opening 
up the parts of our lives that are considered mysterious and fearful is a way to create a 
bridge into the space between us and is more important to me than ever before." 
This study represents a window into what are often perceived as the most private 
and mysterious aspects of women's lives. As such, I leave the reader with a few caveats. 
The stories that the women in this study told about the cultural, societal, religious and 
familial mores influencing their lives should not be interpreted as measures of a culture, 
religion, or a society. From a North American context and perspective, other cultures and 
religions that have differing beliefs and practices related to sexuality have been 
characterized as barbaric, backwards, and oppressive to women. In no way should the 
stories contained in this study be used as evidence to support these views. Women of 
diverse races, cultures, and ethnicities have often been stereotyped from a North 
American perspective as being uneducated, vulnerable, and oppressed. Quite the 
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opposite, women in this study demonstrated their keen awareness of the forces and 
powers that influence their lives. Further, the oppression of women is a global 
phenomenon that transcends cultural and religious boundaries. In all areas of the world 
including North America, everything from rules restricting women's sexual expression to 
various forms of violence are inflicted upon women in the name of culture and religion. 
Instead, the narratives presented in this study tell the story of women's lives. They 
illustrate the complexities of women's sexualities and how they come to be what they are. 
They weave an intricate tapestry of meanings and understandings that women attribute to 
sexuality and to their experiences related to these issues. Further, these stories 
demonstrate the complex interaction of factors that influence women's behaviours related 
to sexuality and sexual health. They capture the dynamic nature of culture, challenging 
the North American tendency to essentialize and romanticize culture as a fixed structure 
that needs to be protected and preserved. Rather, these stories demonstrate the need for 
cultural awareness while viewing each woman as an individual in the full context of her 
life experience. Further, this view of women's sexualities and sexual health transcends 
differences in race, ethnicity, culture, and religion and has important implications for 
research, inclusive community practice, education, and policy in a multicultural setting. 
Finally, it is hoped that the findings of this study will contribute to emerging views and 
understandings of women's sexualities as contextualized within the complexities of their 
life experiences while providing concrete suggestions for improving the ability of women 
to control their bodies and their lives. 
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Appendix A 
Definitions of Key Terms 
" Sexuality 
Sexuality is a central aspect of being human throughout the life and encompasses sex, gender 
identities and roles, sexual orientation, eroticism, pleasure, intimacy and reproduction. 
Sexuality is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, 
values, behaviours, practices, roles and relationships. While sexuality can include all of these 
dimensions, not all of them are always experienced or expressed. Sexuality is influenced by 
the interaction of biological, psychological, social, economic, political, cultural, ethical, legal, 
historical, religious and spiritual factors (WHO, 2002, p. 5). 
" Sexual Health 
Sexual health is a state of physical, emotional, mental and social well-being in relation to 
sexuality; it is not merely the absence of disease, dysfunction or infirmity. Sexual health 
requires a positive and respectful approach to sexuality and sexual relationships, as well as the 
possibility of having pleasurable and safe sexual experiences, free of coercion, discrimination 
and violence (WHO, 2002, p. 5). 
" Sexual Health Education 
Sexual health education is concerned with the well-being of individuals. It recognizes that 
individuals have responsibilities, and are affected by each other and by the social environment 
in which they live. Sexual health education is one important aspect of health promotion. 
Sexual health education is a broadly based, community-supported activity that requires full 
participation of the educational, medical, public health, social welfare and legal systems in our 
society. It involves the individual's personal, family, religious, and social values in 
understanding and making decisions about sexual behaviour and implementing those 
decisions. 
Sexual health education promotes behaviours that help individuals to achieve positive 
and avoid negative outcomes. It employs a combination of learning experiences including 
access to age-appropriate information, motivational supports, and opportunities to 
develop the skills needed for individual sexual adjustment and for satisfying 
interpersonal relationships. 
It enables individuals, couples, families and communities to develop the knowledge, 
motivation and behavioural skills needed to enhance sexual health and to avoid sexual 
health-related problems. Sexual health education that integrates these components in 
program development can have positive effects on and individual's sexual health choices 
and practices. 
Effective sexual health education maintains an open dialogue that respects individual 
beliefs. It is sensitive to diverse needs of Canadians irrespective of their gender, sexual 
orientation, ethnicity, culture and religious backgrounds (Health Canada, 2003). 
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Appendix B: 
Study Advertising Flier 
Immigrant and New Canadian Women 
in Kitchener-Waterloo are Invited to 
Participate in a 
Study about Women's Issues 
Hi! My name is Stefani. I am a social work student at Wilfrid Laurier University. 
I am doing a study about women's issues and sexual health. I would like to 
talk to immigrant and new Canadian women about their experiences with 
sexual health issues in Canada. The reason for the study is to improve sexual 
health services and sex education so that they are helpful and respectful to 
diverse women. 
The word 'sexual health' or 'women's issues' means different things to every 
person but it can include topics like: 
sexual relationships 
reproduction 
reproductive health 
sexual identity 
sexual thoughts 
pregnancy 
menstruation 
sexual behaviours 
attitudes and beliefs 
marriage 
breast health 
infections HIV/AIDS 
physical closeness 
sexual feelings 
birth control 
menopause 
sex in later life 
teaching children 
You are invited to participate if you: 
<> Immigrated to Canada when you were 18 years old or older 
-0- Have lived in Canada for 1 year or more 
-5- You currently live in Kitchener or Waterloo 
*v» Have experiences to share about learning about sexual health in Canada 
You will receive $20 for an individual interview and $20 if you attend a 
follow up group discussion after the interview. 
You can phone Stefani at (519) 221-7896 or email buro1910@wlu.ca if 
you would like more information or to participate. 
This study is being conducted by a Master of Social Work student at Wilfrid Laurier 
University in partnership with community agencies in Kitchener-Waterloo. 
Appendix C: 
WILFRID LAUREIR UNIVERSITY 
Study Information Letter 
The Sexual Health Education Experiences and Needs of Immigrant and New Canadian 
Women in Kitchener-Waterloo 
Researcher: Stefani Burosch Advisor: Dr. Peter Dunn, Professor, Faculty of Social Work, 
Wilfrid Laurier University 
Hi! My name is Stefani. I am a Master of Social Work student at Wilfrid Laurier University. I am 
doing a research project with community agencies that provide services to immigrants and new 
Canadians. I would like to talk to immigrant and new Canadian women about their experiences 
with sexual health issues in Canada. The reason for the study is to improve sexual health services 
and sex education so that they are helpful and respectful for diverse women. 
Sexual health is a word that is used in Canada that means different things to every person. In 
general it can mean physical, emotional, psychological and spiritual wellbeing having to do with: 
• having children, breast and sexual organ health, infections, HIV/AIDS 
• pregnancy, birth control, changes in our bodies, menstruation, menopause 
• sexual identity, pleasure, physical closeness, sexual feelings and thoughts 
• sexual or intimate relationships, marriage 
• attitudes and beliefs about sex and intimate relationships, sexual issues in later life 
• teaching children about sex 
I will do audio-taped personal interviews or discussion groups* with 10 to 20 women who: 
-4* Are an immigrant in Canada and live in the Kitchener-Waterloo area 
•<• Immigrated to Canada as an adult (after the age of 18) 
•$• Have lived in Canada for 1 year or more 
-^ Have experiences to share about sexual health services or sex education in Canada 
In the interview or discussion group, you can talk about what sexual health means for you. You 
will be asked about your experiences learning about women's issues and sexual issues where you 
grew up and in Canada. You can talk about how to make sexual health services and sex education 
more helpful and respectful to immigrant and new Canadian women. You will NOT be asked 
about your own sexual experiences or about your sexual practices. 
Participation is voluntary. You can stop participating at any time with no consequences. You do 
not have to answer any question that makes you uncomfortable. Your identity will be protected. 
As a thank you, you will receive (even if you withdraw from the study at any time): 
• $20 for participating in an individual interview or small discussion group 
• $20 for participating in another group discussion after the interview (not required) 
* If you are more comfortable talking in a group of friends or acquaintances, please ask me about 
arranging a discussion group of 3 or 4 women who you know. All women in the group must be 
immigrants or new Canadians. These women must have come to Canada after the age of 18. 
For more information or to participate in this study, please contact Stefani: 
Phone: (519) 221-7896 OR Email: burol910@wlu.ca 
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Appendix D: 
Demographic Questionnaire/Participant Screening Tool 
Participant Code Name Date of Interview 
Did you immigrate to Canada after the age of 18? Yes No 
Are you currently living in the Waterloo Region? Yes No 
Age 
Marital Status: Single/Never married Married Divorced Widowed Separated 
Number of Children 
Currently Living with 
Country or Countries of Origin 
Languages Spoken 
Length of Residency in Canada 
Age at arrival in Canada 
Level of Education/Highest Degree earned 
Employment/Profession in country of origin 
Employment/Profession in Canada 
After immigrating to Canada, is your economic status: the same / Improved / Declined 
Religion 
Importance of Religion: Very Important Somewhat Important Not Important 
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Appendix E: 
Individual Interview Consent Form 
WILFRID LAURIER UNIVERSITY INFORMED CONSENT STATEMENT 
The Sexual Health Education Experiences and Needs of Immigrant and New 
Canadian Women in Kitchener-Waterloo 
Researcher: Stefani Burosch Advisor: Peter Dunn 
I have read the information letter about the study being conducted by Stefani Burosch in the 
Faculty of Social Work at Wilfrid Laurier University. I have had the chance to ask questions 
about the study and have my questions answered. I know that this study will include in total 10 to 
20 immigrant women from Kitchener-Waterloo. 
I understand that: 
• The length of time for the interview is 60 to 90 minutes (90 to 120 with an interpreter). 
• My interview will be audio-taped and then written out word for word. 
• A research assistant from the University of Guelph will help Stefani write out my 
interview tape word for word. 
• The audio-tapes, transcripts and the notes from the interview will be kept in a locked 
cabinet and Stefani will be the only person with access to the cabinet. 
• My interview might be read by a research team of 3 or 4 individuals who are community 
workers in Kitchener-Waterloo. My name, country of origin and where I live will be kept 
confidential. Any names, places or other identifying information that I mention in the 
interview will be removed from the transcript before the research team sees it. The 
research team will be required to keep all information in the transcripts confidential. 
• The records of my interview will be kept confidential and I will not be identified in any 
written or spoken presentation of the study. 
• Quotes from my interview might be used in the final write-up and presentation of the 
study. 
• I do not have to allow my quotes to be used. 
• I can request a copy of my interview and of any written documents related to the study by 
contacting Stefani. 
• After the study is completed the interview tapes, transcripts and notes will be destroyed. 
The information that I provide in the interview will help create Stefani's project write-up (thesis) 
for her program of study and may appear in academic journals, academic conferences and in other 
local media. The study findings and recommendations might be presented to the following service 
agencies: 
• Planned Parenthood Waterloo Region 
• KW Multicultural Centre 
• YMCA Cross Cultural Community Services 
• Focus For Ethnic Women 
• Kitchener Downtown Community Health Centre 
• KW Counselling 
• KW Sexual Assault Support Centre 
• KW Reception House 
• Waterloo Region Public Health 
• House of Friendship 
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I understand that: 
• I am invited to participate in a 2.5 to 3 hour follow-up group discussion of 8 to 12 women 
from different ethno-cultural backgrounds who participated in the interviews and smaller 
discussion groups 
• This discussion is my choice to attend. It is not required. 
• The discussion will be led by Stefani and members of the research team. This discussion 
will be about making sure the research team's presentation of the study findings is correct. 
• My identity will be known by other women and the research team in the discussion group. 
• Every individual will be asked to keep the identity of the participants and all information 
shared confidential. 
I understand that: 
• I will receive $20 for participating in an individual interview 
• I will receive $20 for participating in a follow-up group discussion (optional) 
• I will receive this compensation even if I withdraw from the study at any time 
I understand that: 
• At the end of the study, a women's health fair might be held in the community (not certain 
yet). 
• At the fair, the study might be presented along with the findings and recommendations. 
• My identity and personal information will be kept private. 
• If I wish, I can attend the health fair 
• I am welcome to share my experience in the study by speaking to people attending the 
health fair or to simply attend 
• I understand that attendance at the health fair is voluntary 
• There is no extra compensation for attending the health fair 
• I know that the results of the study will be available in May or June of 2009 
If at any time you have questions about the study, if you experience negative effects as the result 
of your participation or if you wish to withdraw your consent, please contact: 
Stefani Burosch Dr. Peter Dunn 
MSW Student Professor 
Faculty of Social Work Faculty of Social Work 
Wilfrid Laurier University Wilfrid Laurier University 
Email: burol910@wlu.ca Email: pdunn@wlu.ca 
Phone: 519 221-7896 Phone: 519 884-0710 ext. 5226 
This project has been reviewed and approved by the University Research Ethics Board at Wilfrid 
Laurier University. If you feel that you have not been treated according to the descriptions in this 
form, or your rights as a participant in research have been violated during the course of the 
project, you can contact Bill Marr, Chair, University Research Ethics Board, Wilfrid Laurier 
University, (519) 884-0710 ext. 2468. 
1. I have read and understand the information given to me. I have received a copy of this 
form. I agree to participate in this study. 
Yes No 
2. You may use a tape recorder for this interview. 
Yes No 
3. I wish to be contacted about participation in the follow-up group discussion. 
Yes No 
4. I wish to be contacted to give my input into creating the study results. 
Yes No 
5. You may use quotations from my interview. 
Yes No 
If YES - 1 wish to be contacted to go over what quotes will be used and how they will be 
used before they are included in the study write-up. 
Yes No 
6. I wish to be contacted about the health fair. 
Yes No 
7. I would like the study findings to be mailed to me when the research is finished. 
Yes No 
If you indicated you wanted to be contacted further, please give your code name: 
Participant Signature Date 
Researcher Signature Date 
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Appendix F: 
Group Interview Consent Form 
WILFRID LAURIER UNIVERSITY INFORMED CONSENT STATEMENT 
The Sexual Health Education Experiences and Needs of Immigrant and New Canadian 
Women in Kitchener-Waterloo 
Researcher: Stefani Burosch Advisor: Peter Dunn 
I have read the information letter about the study being conducted by Stefani Burosch in the 
Faculty of Social Work at Wilfrid Laurier University. I have had the chance to ask questions 
about the study and have my questions answered. I know that this study will include in total 10 to 
20 immigrant women from Kitchener-Waterloo. 
I understand that: 
• The group discussion will be lead by Stefani. 
• The length of time for the group discussion is 90 to 120 minutes. 
• The discussion will be audio-taped and then written out word for word. 
• A research assistant from the University of Guelph will help Stefani write out the 
discussion tape word for word. 
• The audio-tapes, transcripts and the notes from the discussion will be kept in a locked 
cabinet and Stefani will be the only person with access to the cabinet. 
• The discussion might be read by a research team of 3 or 4 individuals who are 
community workers in Kitchener-Waterloo. My name, country of origin and where I live 
will be kept confidential. Any names, places or other identifying information that I 
mention in the interview will be removed from the transcript before the research team 
sees it. The research team will be required to keep all information in the transcripts 
confidential. 
• The records of the discussion will be kept confidential and I will not be identified in any 
written or spoken presentation of the study. 
• I am asked to keep the identity and information of the other group members confidential. 
• Quotes from the discussion might be used in the final write-up and presentation of the 
study. 
• I do not have to allow my quotes to be used. 
• I can request a copy of the entire group discussion transcript (with all names and 
identifying information removed) or of any written documents related to the study by 
contacting Stefani. 
• After the study is completed the discussion tapes, transcripts and notes will be destroyed. 
The information that I provide in the discussion group will help create Stefani's project write-up 
(thesis) for her program of study and may appear in academic journals, academic conferences and 
in other local media. The study findings and recommendations might be presented to the 
following service agencies: 
• Planned Parenthood Waterloo Region 
• KW Multicultural Centre 
• YMCA Cross Cultural Community Services 
• Focus For Ethnic Women 
• Kitchener Downtown Community Health Centre 
• KW Counselling 
• KW Sexual Assault Support Centre 
• KW Reception House 
• Waterloo Region Public Health 
• House of Friendship 
I understand that: 
• I am invited to participate in a 2.5 to 3 hour follow-up group discussion of 8 to 12 women 
from different ethno-cultural backgrounds who participated in the interviews and smaller 
discussion groups 
• This discussion is my choice to attend. It is not required. 
• The discussion will be led by Stefani and members of the research team. This discussion 
will be about making sure the research team's presentation of the study findings is correct. 
• My identity will be known by other women and the research team in the discussion group. 
• Every individual will be asked to keep the identity of the participants and all information 
shared confidential. 
I understand that: 
• I will receive $20 for participating in a group discussion 
• I will receive $20 for participating in a follow-up group discussion (optional) 
• I will receive this compensation even if I withdraw from the study at any time 
I understand that: 
• At the end of the study, a women's health fair might be held in the community (not certain 
yet). 
• At the fair, the study might be presented along with the findings and recommendations. 
• My identity and personal information will be kept private. 
• If I wish, I can attend the health fair 
• I am welcome to share my experience in the study by speaking to people attending the 
health fair or to simply attend 
• I understand that attendance at the health fair is voluntary 
• There is no extra compensation for attending the health fair 
• I know that the results of the study will be available in May or June of 2009 
If at any time you have questions about the study, if you experience negative effects as the result 
of your participation or if you wish to withdraw your consent, please contact: 
Stefani Burosch Dr. Peter Dunn 
MSW Student Professor 
Faculty of Social Work Faculty of Social Work 
Wilfrid Laurier University Wilfrid Laurier University 
Email: burol910@wlu.ca Email: pdunn@wlu.ca 
Phone: 519 221-7896 Phone: 519 884-0710 ext. 5226 
This project has been reviewed and approved by the University Research Ethics Board at Wilfrid 
Laurier University. If you feel that you have not been treated according to the descriptions in this 
form, or your rights as a participant in research have been violated during the course of the 
project, you can contact Bill Marr, Chair, University Research Ethics Board, Wilfrid Laurier 
University, (519) 884-0710 ext. 2468. 
1. I have read and understand the information given to me. I have received a copy of this 
form. I agree to participate in this study. 
Yes No 
2. You may use a tape recorder for this interview. 
Yes No 
3. I wish to be contacted about participation in the follow-up group discussion. 
Yes No 
4. I wish to be contacted to give my input into creating the study results. 
Yes No 
5. You may use quotations from my interview. 
Yes No 
If YES - 1 wish to be contacted to go over what quotes will be used and how they will be 
used before they are included in the study write-up. 
Yes No 
6. I wish to be contacted about the health fair. 
Yes No 
7. I would like the study findings to be mailed to me when the research is finished. 
Yes No 
If you indicated you wanted to be contacted further, please give your code name: 
Participant Signature Date 
Researcher Signature Date 
201 
Appendix G: 
Individual Interview Schedule 
Background 
I will welcome the participant and thank her for coming to the interview. I will engage in 
some light conversation about the last time we talked. I will then go over the study 
information sheet and the consent forms. I will be sure to be clear that the participant has 
no questions or concerns about study before the interview begins. I will also emphasize 
that the participant can stop the interview at any time or decline to answer any question 
they do not wish to answer. 
Preamble 
Before we start our conversation I want to say that I feel like a learner in this discussion 
too. I know that some people find these topics difficult or embarrassing to talk about. If 
you ever get uncomfortable as we talk or if there is a question that you don't want to 
answer please let me know and we can change the subject or stop talking. If you say 
something that you are uncomfortable with and want it erased from the audio-tape, just 
stop the conversation and I will make a note of it and make sure it is taken out. I also 
want you to know that if I say something that makes you upset or uncomfortable or that 
offends you that you can let me know. So hopefully we can work together to talk about 
these things in a way that's comfortable for both of us. Do you have any questions before 
we begin? Is it ok if I start the tape-recorder now? 
The first thing that I would like to talk about is the word "sexual health" or "women's 
issues". I'd like to talk about these words so that we can both understand what they will 
mean for us in this interview. When we first talked, I explained that in Canada, the word 
sexual health can mean: intimate or sexual relationships, marriage, having children, the 
physical healthiness of our bodies and sexual organs, changes that happen in our bodies 
when we are young but also as we get older, infections that can happen in our sex organs, 
HIV/AIDS, physical closeness, physical pleasure, sexual thoughts and feelings, 
pregnancy, birth control, menstruation or periods, menopause, sexual practices, attitudes 
and beliefs about sex and our bodies, and it can also include how we teach our children 
about all of these things. I also talked about how every person's ideas about sexual issues 
are different. How we think about sexual issues in our own lives depends on where we 
grew up, when we grew up, what we were taught from our parents, teachers and religious 
leaders. Every person's ideas about sexual issues can change as they get older. 
I'm wondering if this idea of sexual health or women's issues makes sense for you? What 
words or topics do you include in this idea of sexual health or women's issues? Are there 
other words (even in your own language) that you would use instead of sexual health? If 
there are words that you would like to use in your own language in our discussion you are 
welcome to do so. We can talk about them as you say them so that I can understand what 
you mean. (This discussion will be about establishing some common ground for the 
rest of the interview). 
Question 1: So now that we both have some idea of what we are talking about, I m 
wondering if you could share how you learned about these things (sexual issues or 
women's issues) growing up as a girl in your culture (or where you grew up). 
Probes: 
• Are there practices or beliefs about sexual issues in the culture you grew up 
in that come to mind? (Prompts: how women should behave, women's 
bodies, physically maturing, menstruation, relationships between men and 
women, marriage, sex, having children) 
• were sexual issues something that were talked about? 
• Were sexual health issues (how a woman could take care of her body) talked 
about? 
• How/who did you learn about these things from? (doctor, parents, school, 
friends, media) 
Question 2: I'm wondering if we can now talk about what you have learned about sexual 
beliefs or practices in Canada since you have been here? 
Probes: 
• are there practices or beliefs related to sexual issues in Canada that come to 
mind? (Prompts: how women should behave, women's bodies, physically 
maturing, menstruation, relationships between men and women, marriage, 
sex, having children) 
• How have you learned about the practices and beliefs in Canada? (Prompts: 
media, women's groups, friends, doctors, community workers, ESL classes) 
• Have the beliefs and practices in Canada changed: your own ideas about 
sexual issues, your relationships (if applicable), how you talk to your 
children (if applicable) 
Question 3: I'm wondering if we can talk about if you have had any experiences in 
Canada with programs, services or service providers related to sexual issues or women's 
issues (if many, ask about 1 or 2)? 
Prompts: doctors (physical exam, breast exam, exams during pregnancy, 
menopause), classes or workshops on sexual health in ESL classes or settlement services, 
programs for women who are having babies, programs for women and their children, 
learning about how to teach children 
Probes: 
• How did you feel about these experiences? Were they good or bad? 
• If they were bad, what made them bad? If they were good what made them 
good? 
• Have you felt that your questions have been answered well? 
Question 4: I'm wondering if you had a chance to learn more about sexual issues or 
women's issues, what topics or things you would like to know more about? (Prompts: 
women's bodies, marriage, sexual relationships, menopause, how to talk to children) 
Probes: 
• do you feel that you know enough about sexual issues or women's issues as 
a woman, wife or mother 
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• If you have questions about sexual issues, women's issues, health issues, or 
how to teach your children are you comfortable to ask about them or find 
information about them? 
• What kinds of places or who would you look for answers from? 
• Do you feel like you know where to get women's sexual health services if 
you needed them? 
• Can you think of any services, programs or ways of learning about sexual 
issues and women's issues that might be helpful to women who come from 
all over the world? (Prompts: resources in different languages, websites, 
procedures at doctor's and medical offices etc) 
Question 5: I'm wondering if you have any suggestions for service providers like 
doctors, teachers, settlement workers about how to talk to women about sexual issues or 
women's health issues in a respectful and helpful way for women who come from all 
over the world? 
Probes: 
• How can service providers be respectful of women's values and beliefs 
• How do you know or how does someone show they are being respectful of 
you 
Thank you for the conversation that we have had and for talking to me about these 
personal things. Before we end, do you have anything else you would like to say that I 
did not ask about? Do you have any questions about the study or what happens with the 
information you gave me? 
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Appendix H: 
Modified Group Interview Schedule 
Background 
I will welcome the participants and thank them for coming to the group. I will engage in 
some light conversation about the last time we talked. I will then go over the study 
information sheet and the consent forms. I will be sure to be clear that the participants 
have no questions or concerns about study before the interview begins. I will also 
emphasize that the participant can stop participating in the discussion at any time. 
Preamble 
Before we start our conversation I want to say that I feel like a learner in this discussion 
too. I know that some people find these topics difficult or embarrassing to talk about. If 
you ever get uncomfortable as we talk or if there is a question that you don't want to 
answer please let me know and we can change the subject or stop talking. If you say 
something that you are uncomfortable with and want it erased from the audio-tape, just 
stop the conversation and I will make a note of it and make sure it is taken out. I also 
want you to know that if I say something that makes you upset or uncomfortable or that 
offends you that you can let me know. So hopefully we can work together to talk about 
these things in a way that's comfortable for both of us. Do you have any questions before 
we begin? Is it ok if I start the tape-recorder now? 
The first thing that I would like to talk about is the word "sexual health" or "women's 
issues". I'd like to talk about these words so that we can both understand what they will 
mean for us in this interview. When we first talked, I explained that in Canada, the word 
sexual health can mean: intimate or sexual relationships, marriage, having children, the 
physical healthiness of our bodies and sexual organs, changes that happen in our bodies 
when we are young but also as we get older, infections that can happen in our sex organs, 
HIV/AIDS, physical closeness, physical pleasure, sexual thoughts and feelings, 
pregnancy, birth control, menstruation or periods, menopause, sexual practices, attitudes 
and beliefs about sex and our bodies, and it can also include how we teach our children 
about all of these things. I also talked about how every person's ideas about sexual issues 
are different. How we think about sexual issues in our own lives depends on where we 
grew up, when we grew up, what we were taught from our parents, teachers and religious 
leaders. Every person's ideas about sexual issues can change as they get older. 
I'm wondering if this idea of sexual health or women's issues makes sense for you? What 
words or topics do you include in this idea of sexual health or women's issues? Are there 
other words (even in your own language) that you would use instead of sexual health? If 
there are words that you would like to use in your own language in our discussion you are 
welcome to do so. We can talk about them as you say them so that I can understand what 
you mean. (This discussion will be about establishing some common ground for the 
rest of the interview). 
Question 1: So now that we all have some idea of what we are talking about, I'm 
wondering if we could take turns sharing how we have learned about these things (sexual 
issues or women's issues) growing up as a girl in your culture (or where you grew up). 
Probes: 
• are there practices or beliefs related to sexual issues in Canada that come to 
mind? (Prompts: how women should behave, women's bodies, physically 
maturing, menstruation, relationships between men and women, marriage, 
sex, having children) 
• were sexual issues something that were talked about? 
• Were sexual health issues (how a woman could take care of her body) talked 
about? 
• How/who did you learn about these things from? (doctor, parents, school, 
friends) 
Question 2: I'm wondering if we can now talk about what you have learned about sexual 
beliefs or practices in Canada since you have been here? 
Probes: 
• are there practices or beliefs related to sexual issues in Canada that come to 
mind? (Prompts: how women should behave, women's bodies, physically 
maturing, menstruation, relationships between men and women, marriage, 
sex, having children, menopause) 
• How have you learned about the practices and beliefs in Canada? (Prompts: 
media, women's groups, friends, doctors, community workers, ESL classes) 
• Have the beliefs and practices in Canada changed: your own ideas about 
sexual issues, your relationships (if applicable), how you talk to your 
children (if applicable) 
Question 3: I'm wondering if we can now take turns talking about if you have had any 
experiences in Canada with programs, services or service providers related to sexual 
issues or women's issues? (if many, ask about 1 or 2) 
Prompts: doctors (physical exam, breast exam, exams during pregnancy, 
menopause), classes or workshops on sexual health in ESL classes or settlement services, 
programs for women who are having babies, programs for women and their children, 
learning about how to teach children 
Probes: 
• How did you feel about these experiences? Were they good or bad? 
• If they were bad, what made them bad? If they were good what made them 
good? 
• Have you felt that your questions have been answered well? 
Question 4: I'm wondering if we could take turns talking about if you had a chance to 
learn more about sexual issues or women's issues, what topics or things you would like to 
know more about? (Prompts: women's bodies, marriage, sexual relationships, 
menopause, how to talk to children) 
Probes: 
• do you feel that you know enough about sexual issues or women's issues as 
a woman, wife or mother 
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• If you have questions about sexual issues, women's issues, health issues, or 
how to teach your children are you comfortable to ask about them or find 
information about them? 
• What kinds of places or who would you look for answers from? 
• Do you feel like you know where to get women's sexual health services if 
you needed them? 
• Can you think of any services, programs or ways of learning about sexual 
issues and women's issues that might be helpful to women who come from 
all over the world? (Prompts: resources in different languages, websites, 
procedures at doctor's and medical offices etc) 
Question 5: I'm wondering if we can all talk about suggestions for service providers like 
doctors, teachers, settlement workers about how to talk to women about sexual issues or 
women's health issues in a respectful and helpful way for women who come from all 
over the world? 
Probes: 
• How can service providers be respectful of women's values and beliefs 
• How do you know or how does someone show they are being respectful of 
you 
Thank you for the wonderful conversation that we have had and for talking to me about 
these personal things. Before we end, does anyone have anything else they would like 
to say that I did not ask about or that you would like to talk about? Do you have any 
questions about the study or what happens with the information you gave me? 
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Appendix I: 
Interviewing Tool to Establish Meaning about the Words Sexuality and Sexual Health 
WM 
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Appendix J: 
Follow-up Focus Group Schedule 
Background 
The researcher will review the purpose of the study as well as conditions of 
participation and the rights of the participants including the right to withdraw from the 
study. 
The focus group will be used to explore themes developed from the individual interviews. 
Each theme will be explained and the following questions will be asked for each: 
1. What are your first reactions and thoughts? 
2. Do you believe that this information is correct? Why? If not, how so? 
Following the overview of the themes, this question will be asked: 
Is there anything else that you would like to add, or anything that you feel I should have 
asked? 
Appendix K: 
Statement of Confidentiality 
Confidentiality statement- interpreters, transcribers, research assistants 
CONFIDENTIALITY STATEMENT 
WILFRID LAURIER UNIVERSITY 
I understand that as an interpreter / transcriber / research assistant (circle one) 
for a study being conducted by Stefani Burosch of the Faculty of Social Work, 
Wilfrid Laurier University under the supervision of Professor Peter Dunn, I am 
privy to confidential information. I agree to keep all data collected during this 
study confidential and will not reveal it to anyone outside the research team. 
Name: Signature: 
Date: Witness Signature: 
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